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The Honorable Joseph R. Biden
President of the Senate

U.S. Capitol

Washington, DC 20510

The Honorable John A. Boehner
Speaker of the House

U.S. House of Representatives
U.S. Capitol

Room H-232

Washington, DC 20515

Dear Mr. President and Mr. Speaker:

I am pleased to submit the Medicare Payment Advisory Commission’s June 2013 Report to the Congress:
Medicare and the Health Care Delivery System. This report fulfills the Commission’s legislative mandate to
evaluate Medicare payment issues and to make recommendations to the Congress.

The report contains nine chapters. In the first six chapters, we consider issues addressing both broad questions
confronting the program, such as how to incorporate private plan and fee-for-service Medicare in one system,
and more sector-specific issues, such as the new hospital readmissions policy. The chapters include:

* achapter describing a new payment model we refer to as competitively determined plan contributions.
e achapter addressing Medicare payment differences across ambulatory settings.

* achapter examining creating bundled payments for hospitalization episodes that include post-acute care
and other services.

e achapter examining options for refining Medicare’s new hospital readmissions reduction program.
e achapter analyzing hospice payment policy issues.
* achapter discussing the care needs for dual-eligible beneficiaries.

We also include three chapters on reports mandated by the Congress in the Middle Class Tax Relief and Job
Creation Act of 2012. The Commission voted on the recommendations in these reports in November 2012 to
best advise the Congress on provisions that were scheduled to expire at the end of calendar year 2012. The
chapters include:

* achapter on Medicare ambulance add-on payments and other aspects of the payment system.

* achapter on geographic adjustment of payments for the work of physicians and other health professionals
under the physician fee schedule.
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e achapter on Medicare payment for outpatient therapy services.

In an appendix, as required by law, we review CMS’s preliminary estimate of the update to payments under the
physician fee schedule for 2014.

I hope you find this report useful as the Congress continues to grapple with the difficult task of controlling the
growth of Medicare spending while preserving beneficiaries’ access to high-quality care and providing sufficient
payment for efficient providers.

Sincerely,

Glenn M. Hackbarth, J.D.

Enclosure
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Executive summary

As part of its mandate from the Congress, each June the
Commission reports on Medicare payment systems and on
issues affecting the Medicare program, including changes
in health care delivery and the market for health care
services. In this report, we consider issues addressing both
broad questions confronting the program, such as how to
incorporate private plan bidding and fee-for-service in one
system, and more sector-specific issues, such as the new
hospital readmissions policy. In the first six chapters of
this report we consider:

A new payment model we refer to as competitively
determined plan contributions (CPC)—In that
model a federal contribution toward the coverage of
the Medicare benefit is determined based on the cost
of competing options for the coverage, including
those offered by private plans and by the traditional
Medicare fee-for-service (FFS) program. Specifically,
CPC has two defining principles: First, beneficiaries
receive a competitively determined federal
contribution to buy Medicare coverage; second,
beneficiaries’ individual premiums vary depending on
the coverage option they choose.

Medicare payment differences across ambulatory
settings—Medicare’s payment rates often vary for

the same (or similar) ambulatory services provided

to similar patients in different settings, such as
physicians’ offices and hospital outpatient departments
(OPDs). These variations raise questions about how
Medicare should pay for the same service when it is
delivered in different settings.

Bundling post-acute care (PAC) services—Under
traditional FFS Medicare, the program pays widely
varying rates for the care beneficiaries can receive
following a hospital stay among four PAC settings—
skilled nursing facilities, home health care, inpatient
rehabilitation hospitals, and long-term care hospitals.
Nationwide, utilization rates for PAC services vary
widely for reasons not explained by differences in
beneficiaries’ health status. Bundling a range of
services together could improve incentives to provide
needed care more efficiently.

Refining Medicare’s hospital readmissions reduction
program—The Congress enacted a new hospital
readmissions reduction program in 2010 that was

implemented by CMS in October 2012. This program
is a step forward. However, refinements are needed to
improve the program and achieve the aim of reducing
readmissions, the penalties assessed on hospitals, and
Medicare spending on readmissions.

*  Hospice payment policy issues—Issues include
implementing payment reforms to better match costs
and payments, improving accountability for very long
stays, understanding trends in hospice patients who
are discharged alive, and revising payment for hospice
care in nursing facilities.

*  The care needs of dual-eligible beneficiaries—We
review the pathways to dual-eligible status, Medicare
and Medicaid spending on dual-eligible beneficiaries,
and best practices from Medicare—Medicaid
coordination programs.

We also include three reports mandated by the Congress in
the Middle Class Tax Relief and Job Creation Act of 2012.
The Commission voted on the recommendations in these
reports in November 2012 to best advise the Congress

on provisions that were scheduled to expire at the end of
calendar year 2012. The reports concern:

*  Medicare ambulance add-on payments—The
Commission examined the impacts of certain
temporary add-on payments made under the
ambulance fee schedule on ambulance providers’
Medicare margins and other aspects of the payment
system.

*  Geographic adjustment of payments for the work
effort of physicians and other health professionals
under the physician fee schedule—The Commission
assessed whether any adjustment is appropriate to
distinguish the difference in work effort by geographic
area and, if so, what the level of the adjustment should
be and where it should be applied.

*  Medicare payment for outpatient therapy services—
The Commission addressed two specific areas: (1)
how to improve the outpatient therapy benefit under
Medicare Part B so that the benefit is better designed
to reflect patients’ functional limitations and severity,
as well as the therapy needs of the patient; and (2)
private-sector initiatives to manage the outpatient
therapy benefit.
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In an appendix, as required by law, we review CMS’s
preliminary estimate of the update to payments under the
physician fee schedule for 2014.

Competitively determined plan contributions

In Chapter 1, we present an overview of a payment model
based on government contributions toward purchasing
Medicare coverage—an approach we call CPC—and focus
on key design elements Medicare would have to consider
in adopting such a model. The Commission uses the term
CPC to broadly describe a federal contribution toward

the coverage of the Medicare benefit, based on the cost

of competing options for the coverage, including those
offered by private plans and by the traditional Medicare
FFS program. Specifically, CPC has two defining
principles: First, beneficiaries receive a competitively
determined federal contribution to buy Medicare
coverage; second, beneficiaries’ individual premiums
vary depending on the coverage option they choose. CPC
encompasses a set of concepts related to premium support
or defined contributions.

An argument for a CPC approach is that a market-based
model in which private plans compete with FFS for
enrollment might do better at keeping premiums and
overall spending down in certain markets than a model
based on unrestricted FFS with open-ended provider
participation. A successful CPC model would depend on
strong competition between FFS and private plans offering
lower premiums and more attractive benefits and informed
beneficiaries who respond to those offerings. Competing
private plans, however, do not necessarily lower cost to the
Medicare program if the rules defining how they compete
and how they are paid do not encourage them to do so. For
example, the current Medicare Advantage (MA) program
produces a higher cost to Medicare than the traditional
FFS program in many markets. Therefore, whether a

CPC approach can lower overall Medicare spending will
depend on the characteristics of each market, the specific
design of the model, and how different components of the
model interact.

In its most basic form, a CPC approach consists of three
main actors with different roles. The Medicare program
designs the system and makes the rules that result in the
CPC contribution amount and payments to plans. (The
program also continues to administer the FFS benefit and
set FFS payment rates.) Private plans, the second actor,
use these rules to guide their business decisions, such as
whether to enter or exit a particular market, how much to

bid (which in turn is a factor in determining the level of
the government contribution amount), and which benefit
designs or products to offer. Beneficiaries, the third actor,
then make their purchasing decisions and choose a private
plan or Medicare FFS for their Medicare coverage based
on the premiums of offered plans (including Medicare
FES) and the contribution from Medicare. Their choice of
coverage determines the premiums they pay.

We illustrate implications of certain design elements using
an analysis of private plan bids under the current MA
program as a proxy. We also discuss key issues specific

to low-income beneficiaries under a CPC approach. The
purpose of Chapter 1 is to focus on a few first-order
questions and issues that must be addressed in designing

a CPC model and understand their implications for
beneficiaries, private plans, and the Medicare program.

Medicare payment differences across
ambulatory settings

Medicare’s payment rates often vary for the same (or
similar) ambulatory services provided to similar patients
in different settings, such as physicians’ offices and OPDs.
As an example of payment differences, in 2013 Medicare
pays 141 percent more when a level II echocardiogram

is provided in an OPD rather than in a freestanding
physician’s office. Such variations raise questions about
how Medicare should pay for the same service when it

is delivered in different settings, which we address in
Chapter 2.

If the same service can be safely provided in different
settings, a prudent purchaser should not pay more for that
service in one setting than in another. Payment variations
across settings may encourage arrangements among
providers that result in care being provided in higher paid
settings, thereby increasing total Medicare spending and
beneficiary cost sharing. In general, the Commission
maintains that Medicare should base payment rates on
the resources needed to treat patients in the most efficient
setting, adjusting for differences in patient severity, to the
extent that severity differences affect costs.

There is increased urgency to address payment variations
across settings because many services have been migrating
from physicians’ offices to the usually higher paid OPD
setting as hospital employment of physicians has grown.
This shift toward OPDs has resulted in higher program
spending and beneficiary cost sharing without significant
changes in patient care. From 2010 to 2011, for example,

o
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the share of evaluation and management (E&M) office
visits provided in OPDs increased by 9 percent, the share
of echocardiograms provided in OPDs increased by about
15 percent, and the share of nuclear cardiology tests
provided in OPDs increased by about 22 percent.

In our March 2012 report, the Commission recommended
that Medicare payment rates should be equal whether

an E&M office visit is provided in an OPD or in a
freestanding office. We focused on nonemergency

E&M office visits because they are largely unaffected

by differences between OPDs and freestanding offices,
such as patient severity and the packaging of services.

In Chapter 2, we examine other services that meet the
Commission’s principles for aligning payment rates across
settings.

*  We identified 66 groups of services provided in
OPDs and offices that are frequently performed in
physicians’ offices, are infrequently provided with
an emergency department (ED) visit when furnished
in an OPD, and have average patient severity that
is no greater in OPDs than in freestanding offices.
Changing OPD payment rates for these services to
reduce payment differences between settings would
reduce program spending and beneficiary cost sharing
by $900 million in one year.

» Three of these 66 groups of services include cardiac
imaging services, which have been migrating rapidly
from freestanding offices to OPDs as hospital
employment of cardiologists has grown. In addition,
payment rates are much higher when these services
are provided in OPDs than in offices. Reducing
OPD payment rates for these three groups of cardiac
imaging services would reduce program spending and
beneficiary cost sharing by $500 million in one year.

*  We also identified 12 groups of services that are
commonly performed in ambulatory surgical centers
(ASCs) for which the OPD payment rates could be
reduced to the ASC level. These groups of services are
infrequently provided with an ED visit when furnished
in an OPD and have average patient severity that is
no greater in OPDs than in ASCs. This policy would
reduce Medicare program spending and beneficiary
cost sharing by about $600 million per year.

We are concerned about the impact of these policies
on hospitals that provide ambulatory services to a
disproportionate share of low-income patients, who may

be more likely than other patients to use an OPD as their
usual source of care. Because large reductions in Medicare
revenue for these hospitals could adversely affect access to
physician services for these patients, we consider a stop-
loss policy that would limit the loss of Medicare revenue
for these hospitals.

Bundling post-acute care services

Under traditional FFS Medicare, the program pays

widely varying rates for the care beneficiaries can receive
following a hospital stay in the four PAC settings (skilled
nursing facilities, home health care, inpatient rehabilitation
hospitals, and long-term care hospitals). Nationwide,

use rates for PAC services vary widely for reasons not
explained by differences in beneficiaries’ health status. In
2008, the Commission recommended that the Congress
require the Secretary to create a pilot program to test

the feasibility of bundled payment around a Medicare
hospitalization for selected conditions.

Under a bundled approach, one payment would cover all
services furnished across all settings and providers during
a defined period of time after a triggering event (e.g., all
care provided within 90 days after a hospital discharge).
By tying a provider’s payment to services furnished
beyond “its four walls,” bundled payments encourage
accountability for cost and quality across a spectrum of
care. In contrast to FFS, providers would have an incentive
to coordinate care and provide only clinically necessary
services rather than furnishing more services to generate
revenue. The scope and duration of the bundle and the
payment incentives will shape the pressures providers
experience to change their current practice patterns.

In Chapter 3, we discuss design aspects of a bundled
payment—such as the scope of services covered, the

time span, the mechanics of paying multiple providers

for a single episode, and ways to ensure quality—and the
advantages and disadvantages of possible approaches.
Each decision involves trade-offs between increasing the
opportunities for care coordination and requiring providers
to accept risk for care beyond what they furnish. We
illustrate the trade-offs inherent in these design decisions
using a design consistent with Commissioners’ support
for more inclusive bundles that do not require providers

to have an infrastructure to make and receive payments

for other providers. The illustrative bundle includes

the initial hospital stay and any potentially avoidable
readmissions, PAC, and physician services furnished
during the institutional care that occur within 90 days after
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discharge from the hospital. CMS would compare actual
average spending for a condition with a benchmark, return
some portion of payments if average spending is below the
benchmark, and put providers at some risk for spending
above the benchmark. We use this illustration to begin a
conversation about how best to proceed with this potential
payment reform, acknowledging that many other designs
are possible, each with different strengths and weaknesses.

Bundled payment is one way to begin to change the
delivery system away from the fragmented care inherent in
FFS and toward shared accountability that encourages care
coordination and cost control during an episode of care.
Bundled payments would give providers, especially those
not ready to assume the greater risks associated with larger
payment reforms (such as accountable care organizations),
a way to gain experience in coordinating care that extends
across a spectrum of providers and settings. Bundling
could help facilitate continued progress toward larger
delivery system reforms. The specific design of bundles
will shape the risk for providers and the opportunities for
care coordination. Over the next year, the Commission
plans to continue its conversation about how best to
proceed with this potential payment reform.

Refining Medicare’s hospital readmissions
reduction program

In 2008, the Commission reported on a series of payment
reforms to encourage care coordination among physicians,
hospital administration, and providers outside the hospital.
These initiatives included testing the bundling of payments
around an episode, gainsharing between hospitals and
physicians, and a direct incentive to reduce hospital
readmissions. While not all readmissions can be prevented,
there is a concern that Medicare readmission rates have
consistently been too high and could be lowered through
greater coordination of care.

Following the Commission’s report and a series of studies
illustrating the problem of readmissions, the Congress
enacted a readmissions reduction program in 2010.

The program includes a penalty that reduces Medicare
payments in 2013 to hospitals that had above-average
readmission rates from July 2008 through June 2011.
Following enactment in 2010, there was a small decline in
risk-adjusted readmission rates. While readmission rates
have declined slightly, we find 12.3 percent of all 2011
Medicare admissions were still followed by a potentially
preventable readmission. The readmission policy has
encouraged hospitals to look beyond their walls and

improve care coordination across providers to reduce
readmissions, and the Commission finds that the policy
should be refined and continued.

In Chapter 4, we consider four refinements to address
issues with the current policy and to continue moving
toward improved care coordination and outcomes:

»  First, have a fixed target for readmission rates.
Penalties would go down when industry performance
improves. Under current policy, aggregate penalties
remain constant when national readmission rates
decline and penalties for individual hospitals vary
depending on their performance relative to the new
average.

e Second, use an all-condition readmission measure to
increase the number of observations and reduce the
random variation that single-condition readmission
rates face under current policy.

e Third, use an all-condition readmission measure to
attenuate the negative correlation between mortality
rates and readmission rates that exist for some
conditions. For some conditions (e.g., heart failure)
there is a negative correlation between mortality rates
and readmission rates; for other conditions there is
no significant relationship. Using an all-condition
readmission measure would remove the problem of
systematically having higher readmission penalties for
hospitals with low mortality rates for conditions such
as heart failure. Over the longer term, we could also
pursue a joint readmission/mortality measure.

Fourth, evaluate a hospital’s readmission rate against
rates for a group of peer hospitals with a similar share
of poor Medicare beneficiaries as a way to adjust
readmission penalties for socioeconomic status. Under
current policy, hospitals’ readmission penalties are
positively correlated with their share of low-income
patients.

These refinements would help overcome issues with
current policy, maintain or increase the average hospital’s
incentive to reduce readmissions, increase the share of
hospitals that have an incentive to reduce readmissions,
and not increase Medicare spending relative to current
law. They would require legislative changes, because the
current formula to compute the readmission penalty is set
in law. The end goal is to see a decline in readmissions,

a decline in penalties paid by hospitals, and a decline in
Medicare spending on readmissions.
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Medicare hospice policy issues

The Commission made recommendations in March

2009 to improve the hospice payment system, increase
accountability in the benefit, and improve data collection.
Since then, several steps have been taken to increase
accountability and data collection via the Patient
Protection and Affordable Care Act of 2010 (PPACA) and
CMS administrative actions. In addition, the Congress
gave CMS the authority to revise the hospice payment
system as the Secretary determines appropriate as soon as
fiscal year 2014.

In Chapter 5, we report on additional analyses we
conducted to support hospice payment reform, enhanced
accountability, and other areas of concern, including the
policy implications of patients discharged alive from
hospice and considering whether a different payment rate
is warranted for hospice provided to patients living in
nursing facilities.

*  Payment reform—Using currently available data,
the Commission estimated how the labor cost of
hospice visits changes over the course of a hospice
episode. These data demonstrate a U-shaped pattern
of labor costs throughout hospice episodes and offer
policymakers the evidence needed to begin reforming
the payment system away from the current flat per
diem payment. We present an illustrative example of
a revised payment system that could be implemented
now using existing data. Given the magnitude of
hospice spending on long-stay patients, who are more
profitable under the current payment system than
other patients, it is important that an initial step toward
payment reform be taken as soon as possible.

*  Accountability—There are two steps needed to
improve accountability for hospice payments. First,
consistent with a Commission recommendation,
PPACA required medical review of hospice stays
exceeding 180 days for hospices with an unusually
large share of long-stay patients. To date, CMS has
not implemented that provision. Our recent analysis of
Medicare spending data for hospice stays exceeding
180 days shows that these expenditures are sizable—
underscoring the need for medical review of very long
stays. Second, 18 percent of hospice patients in 2010
were discharged alive from hospices. Among some
hospices the rates were much higher. Little is known
about what happens to those hospice patients after they
are discharged. The Commission’s new analysis of
rates of live discharges and outcomes by beneficiary

and provider characteristics supports the need to ensure
that beneficiaries are appropriate candidates for hospice
at initial admission and throughout long episodes.

*  Payment for hospice care in nursing facilities—
The Commission has previously raised the issue of
whether a different payment structure is needed for
hospice care in nursing facilities. Our prior work has
shown that hospices with more patients in nursing
homes compared with other hospices have higher-
than-average Medicare margins. In Chapter 5, we
explore the potential for a reduction to the hospice
payment rate for patients residing in nursing facilities
in light of the overlap in responsibility between
hospices and nursing facilities for those patients.

Care needs for dual-eligible beneficiaries

In Chapter 6, we discuss Medicare and Medicaid spending
and the care needs of dual-eligible beneficiaries. Dual-
eligible beneficiaries are eligible for both Medicare and
Medicaid benefits. In 2011, about 19 percent (10 million)
of Medicare beneficiaries were dual eligible. The dual-
eligible population is diverse and includes individuals with
multiple chronic conditions, difficulties with activities of
daily living, and cognitive impairments such as dementia;
individuals with physical disabilities, developmental
disabilities, and severe mental illness; and some
individuals who are relatively healthy. Because of their
diverse needs, dual-eligible beneficiaries require a mix of
medical care, long-term care, behavioral health services,
and social services. Given the challenges this population
faces in accessing services through two separate payer and
delivery systems, programs that coordinate dual-eligible
beneficiaries’ Medicare and Medicaid benefits (which we
refer to as Medicare—Medicaid coordination programs)
have the potential to improve dual-eligible beneficiaries’
access to services and quality of care.

We conducted structured interviews with stakeholders
(federally qualified health centers (FQHCs), community
health centers (CHCs), primary care physicians, health
systems, behavioral health providers, aging services
organizations, community-based care managers,
beneficiary advocates, and health plans) in five states with
Medicare-Medicaid coordination programs. In general,
the interviewees reported that dual-eligible beneficiaries
(both those enrolled in Medicare—-Medicaid coordination
programs and those not enrolled in those programs) tend
to have more complex medical and nonmedical needs
than non-dual-eligible Medicare beneficiaries. Dual-
eligible beneficiaries were consistently reported to need
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high-contact, on-the-ground, intensive care management
given that their issues are not likely to be resolved in a

few physician visits. Dual-eligible beneficiaries’ providers
tend to operate only in their respective settings and
communication with one another across settings regarding
a patient’s care is not common. Medicare—Medicaid
coordination programs focus on getting providers in various
settings—for example, hospitals, physicians’ offices, and
social service agencies, among others—to communicate
with one another regarding a beneficiary’s care. These
programs also seek to leverage community-based resources,
including care coordination activities at FQHCs and

CHCs. Many FQHCs and CHCs are uniquely positioned to
coordinate care for dual-eligible beneficiaries because they
provide primary care, behavioral health services, and care
management services, often at the same clinic site.

Mandated report: Medicare payment for
ambulance services

Section 3007(e) of the Middle Class Tax Relief and Job
Creation Act of 2012 directed the Commission to report
to the Congress by June 15, 2013, on the Medicare
ambulance fee schedule. Specifically, the Commission
was directed to examine the impact of certain temporary
add-on payments made under the ambulance fee schedule
on ambulance providers’ Medicare margins. In addition
to the three temporary add-ons, two permanent add-on
payment policies apply if the ZIP code from which a
patient is transported is rural.

In Chapter 7, we find:

»  Of the approximately $5.3 billion in Medicare
payments for ambulance services in 2011, the three
temporary add-on payment policies accounted for
about $192 million and the two permanent add-on
payment policies accounted for approximately $220
million more.

*  There was no evidence of Medicare beneficiaries
having difficulty accessing ambulance services. We
observed consistent growth in ambulance service
use per beneficiary and spending for these services.
The number of ambulance suppliers participating in
Medicare grew steadily from 2007 to 2011.

*  Medicare ambulance volume grew by roughly 10
percent from 2007 to 2011, and basic life support
(BLS) nonemergency services grew more rapidly than
more complex types of services. Much of the growth
in BLS nonemergency transports was concentrated
among a small share of ambulance suppliers and

providers. Many of the newest suppliers entering the
marketplace focus on providing BLS nonemergency
services. Further, even more pronounced growth has
occurred in nonemergency ambulance transports to
and from dialysis facilities, and there is tremendous
variation across states and territories in per capita
spending for those types of transports.

e Medicare currently does not collect supplier cost
data to set or update ambulance payment rates. The
Government Accountability Office (GAO) surveyed
a sample of ambulance suppliers in 2012 and found
that the 2010 median Medicare margin for the survey
sample was 2 percent with the temporary add-ons
and estimated that the margin would be —1 percent
without the add-ons. GAO found that higher costs
were associated with lower volume, more emergency
versus nonemergency transports, and higher levels of
government subsidies. The recent entry of for-profit
suppliers and private equity firms into the ambulance
industry indicates that profit opportunities in the
industry were available.

e The current ground ambulance add-ons are not well
targeted.

On the basis of these findings, the Commission made

two recommendations to the Congress. The first
recommendation would allow the temporary add-ons to
expire. Because their expiration might raise concerns
about access, the recommendation includes two steps

to maintain access: One step is to direct the Secretary

to rebalance the relative values for ambulance services

by lowering the relative value of BLS nonemergency
services and increasing the relative values of other ground
transports. Rebalancing should be budget neutral relative
to current law and maintain payments (and thus access)
for other ground transports at their level before expiration
of the temporary ground ambulance add-on. The second
step directs the Secretary to replace the permanent

rural short-mileage add-on for ground ambulance
transports with a new budget-neutral adjustment directing
increased payments to ground transports originating in
geographically isolated, low-volume areas to protect
access in those areas.

Because of evidence of clinically inappropriate use of
certain BLS nonemergency transports, we made a second
recommendation that the Congress direct the Secretary
to: more precisely define medical necessity requirements
for both emergency and nonemergency (recurring and
nonrecurring) ground ambulance transport services;
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develop a set of national edits based on those guidelines

to be used by all claims processors; identify geographic
areas and ambulance suppliers and providers that display
aberrant patterns of use; and use statutory authority to
address clinically inappropriate use of BLS nonemergency
ground ambulance transports. Reducing clinically
inappropriate use of BLS nonemergency services should
result in program savings.

Mandated report: Geographic adjustment
of payments for the work of physicians and
other health professionals

The Middle Class Tax Relief and Job Creation Act of 2012
also mandated that the Commission consider whether
Medicare’s fee schedule for physicians and other health
professionals should include an adjustment to reflect
geographic variation in the cost of these professionals’
labor. The fee schedule includes geographic practice cost
indexes (GPCls) that adjust payment rates for costs such
as rent and office staff wages that vary depending on the
geographic area where a service is furnished. However,
arguments for and against one of the GPCIs—the GPCI
for the work effort of the physician or other health
professional—have persisted since the development of the
fee schedule in the 1980s. The chief argument made in
favor of a work GPCI is that the cost of living varies across
areas. If payment rates for fee schedule services are not
adjusted with a work GPCI, the supply of physicians and
other health professionals might not be sufficient in high-
cost areas and beneficiary access to care in those areas
could suffer. The basic argument against a work GPCI is
one of equity; work should be rewarded equally regardless
of the location where a service is furnished. The Congress
directed the Commission: (1) to consider whether there
should be a work GPCI and, if so, what the level of the
GPCI should be and where it should be applied, and (2) to
assess the impact of the current work GPCI, including its
impact on access to care.

In Chapter 8, we find that there is evidence of a need
for some level of geographic adjustment of fee schedule
payments for professional work. Cost of living varies
geographically. Earnings vary geographically for the
professionals in the work GPCI’s reference occupations.
To the extent we can measure geographic variation in
physicians’ earnings, those earnings vary.

However, the current GPCI is flawed. Conceptually, it is
based on the earnings of professionals in certain reference
occupations, but the labor market for those professionals
may not resemble the labor market for physicians and

other health professionals. Implementation of the work
GPCl is flawed because there appear to be no sources of
data on the earnings of physicians and other professionals
of sufficient quality to validate the GPCI. We are unable
to determine whether the work GPCI has an effect on the
quality of care, but there is no evidence that the GPCI
affects access. Moreover, any access concerns may be
better addressed through other targeted policies, such

as the health professional shortage area bonus and the
primary care bonus.

In light of the need for some geographic adjustment, but
recognizing that there are insufficient data in the short run
to revise the work GPCI, the Commission recommends that
Medicare payments for the work effort of physicians and
other health professionals be geographically adjusted. The
adjustment should reflect geographic differences in labor
costs per unit of output across markets for physicians and
other health professionals. Further, the Congress should
allow the GPCI floor to expire (the GPCI floor defines the
work GPCI in certain states to be no less than the national
average), adjust payments for the work of physicians and
other health professionals only by the current one-fourth
GPCI (because of uncertainty in the data), and direct the
Secretary to develop an adjuster to replace it.

Mandated report: Improving Medicare’s
payment system for outpatient therapy
services

Medicare’s outpatient therapy benefit covers services

for physical therapy, occupational therapy, and speech—
language pathology. Outpatient therapy services are
designed to restore function patients have lost due to illness
or injury and to maintain improved function. These services
can be beneficial when necessary but may be subject to
inappropriate use. The Middle Class Tax Relief and Job
Creation Act of 2012 required the Commission to study
therapy services provided under Medicare Part B and

make recommendations for reforming Medicare’s payment
system for outpatient therapy. The legislation also directed
the Commission to examine: (1) how to better document
patients’ functional limitations and severity of condition
and thus better assess patients’ therapy needs and (2) private
sector initiatives to manage outpatient therapy.

In 2011, Medicare spending on outpatient therapy totaled
$5.7 billion for 4.9 million beneficiaries. There are two
annual spending limits (caps) on outpatient therapy
services per beneficiary to restrain excessive spending
and utilization. There is one cap for physical therapy

and speech—language pathology services combined and
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another cap for occupational therapy services. Each cap
equals $1,900 in 2013. A broad exceptions process allows
providers to deliver services above either spending cap
relatively easily, limiting the effectiveness of the caps.

A manual review process was implemented in October
2012 for beneficiaries whose annual spending on
physical therapy and speech—language pathology services
combined or on occupational therapy exceeds $3,700.
However, the manual review process does not apply to
the majority of beneficiaries who exceed the caps. While
the caps are permanent by statute, the exceptions process
expires periodically under current law unless explicitly
reauthorized by the Congress.

Medicare lacks clear guidelines to determine the
appropriate frequency, type, and duration of services for
patients needing outpatient therapy. Further, Medicare’s
physician oversight requirements for outpatient therapy
are relatively weak. Due to the lack of comprehensive
coverage guidelines and effective mechanisms to control
volume, the use of outpatient therapy varies widely across
the country. Medicare spending on outpatient therapy
users in the highest spending areas of the country is five
times more than that in the lowest spending areas of the
country, even after controlling for differences in patients’
health status.

In Chapter 9, the Commission makes three
recommendations that are intended to decrease
inappropriate use of outpatient therapy services and to
provide the program with essential data on patients’
conditions, services they received, and outcomes. The
recommendations would improve payment accuracy by
fully accounting for the efficiencies of a single provider
delivering multiple therapy services to a patient on the same
day, increase physician oversight of outpatient therapy
regimens, and provide physicians and therapy practitioners
with clear guidance regarding when such services are
medically indicated and the outcomes that should be
expected. The recommendations also lay out a rigorous
review process designed to minimize the potential for abuse
of the outpatient therapy benefit while giving beneficiaries
who need higher levels of outpatient therapy the means

to obtain it. The Commission’s recommendations would
increase Medicare spending for outpatient therapy services
relative to a policy of hard therapy caps (i.e., caps with no
exceptions). However, hard therapy caps would decrease
access to therapy services not only for those who might
otherwise receive questionable levels of therapy but also for
those whose medical conditions appropriately warrant high
levels of therapy services.

Review of CMS’s preliminary estimate of
the 2014 update for physician and other
professional services

CMS’s preliminary estimate of the 2014 update for
physician and other professional services is —24.4 percent.
The prescribed reduction is due to a series of temporary
increases enacted over several years that—under current
law—expire at the end of 2013. Those increases have
prevented a series of negative updates under the sustainable
growth rate (SGR) formula—the statutory formula for
annually updating Medicare’s payment rates for physician
and other health professional services. If the temporary
increases expire, the physician fee schedule’s conversion
factor must decrease by 26.5 percent. The difference
between this reduction and the 2013 update would be the
SGR formula’s update—specific to 2013—of 2.8 percent.
This increase would be applied to the conversion factor
after it had been reduced by 26.5 percent.

In the appendix, we provide the Commission’s mandated
review of CMS’s estimate. Absent a change in law, the
expiration of the temporary increases and the formula’s
update for 2013 are very unlikely to produce an update
that differs substantially from —24.4 percent. The
temporary increases—by far, the largest factor influencing
the payment reduction—were specified by law. The 2.8
percent estimate of the SGR update for 2014 could change
between now and when CMS would implement the update
in January, but any such changes are likely to be small
compared with the total reduction prescribed by law.

While the appendix is limited to a review of the
preliminary update estimate, the Commission has
concerns about the SGR formula as a payment policy.
The SGR formula may have resulted in lower updates, but
it has failed to restrain volume growth; in fact, for some
specialties the formula may have exacerbated growth. In
addition, the temporary increases, or “fixes,” to override
the SGR formula are undermining the credibility of
Medicare by engendering uncertainty and frustration
among providers, which may be causing anxiety among
beneficiaries. In an October 2011 letter to the Congress,
the Commission recommended repealing the SGR formula
and replacing it with legislatively specified updates that
would no longer be based on an expenditure-control
formula. We reaffirmed our position in a letter sent to the
Congress on April 10, 2013, emphasizing that the time to
repeal the SGR is now. B
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Chapter summary In this chapter

The traditional fee-for-service (FFS) benefit design has not changed e Introduction

significantly since Medicare was enacted in 1965. In our June 2012 report,
* Part D as an example of a

the Commission recommended changes to improve the FFS benefit to give

o ) o ) CPC approach
beneficiaries better protection against high out-of-pocket (OOP) spending, ...,
such as adding an OOP maximum, and give beneficiaries incentives to make * Design questions under the
better decisions about their use of discretionary services, such as imposing an CPC approach

additional charge on supplemental coverage.

* Analysis of plan bids and
availability

The Commission recognizes the limitations of benefit changes alone in the
Medicare FFS environment with open-ended service use and broad provider e Tssues related to low-income
participation. Changes in the benefit design would work more effectively beneficiaries

in conjunction with other management tools. Therefore, the Commission =~ s
thinks it is important to explore alternative approaches that align providers’
incentives for efficient and appropriate use of health care services, give
beneficiaries incentives to make cost-conscious choices, and encourage

innovative delivery systems and care management techniques.

Consistent with the goal of encouraging beneficiaries to make cost-conscious
choices, this chapter presents an overview of a model based on government
contributions toward purchasing Medicare coverage—an approach we call
competitively determined plan contributions (CPCs). The Commission uses

the term CPC to broadly describe a federal contribution toward coverage of the
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Medicare benefit based on the cost of competing options for the coverage, including
those offered by private plans and the traditional FFS program. Specifically, CPC
has two defining principles: First, beneficiaries receive a competitively determined
federal contribution to buy Medicare coverage; second, beneficiaries’ individual

premiums vary depending on the option they choose.

This chapter focuses on key design elements Medicare would have to consider in
adopting such a model. We illustrate implications of certain design elements using
an analysis of private plan bids under the current Medicare Advantage program

as a proxy. We also discuss key issues specific to low-income beneficiaries under

a CPC approach. The purpose of this chapter is to focus on a few first-order
questions and issues that must be addressed in designing a CPC model and on their
implications for beneficiaries, private plans, and the Medicare program. It is not
meant to be a definitive or comprehensive treatise on the CPC approach but a guide

to focus discussion of the concept.

A CPC model could be designed to maximize its budgetary impact. To achieve
large upfront savings, for example, a CPC model could set the federal contribution
for Medicare coverage based on the minimum bid in an area but only up to the
current level of program spending. But that is not the Commission’s primary
objective. Even if the upfront savings were modest, the potential of a CPC approach
to change the underlying incentives of plans, providers, and beneficiaries over time
and to achieve savings in the long run is worth investigating. The Commission has
not evaluated any specific legislative proposals or expressed a position with respect

to any specific CPC design. B
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The Commission uses the term “competitively determined
plan contribution” (CPC) to broadly describe a federal
contribution toward coverage of the Medicare benefit
based on the cost of competing options for the coverage,
including those offered by private plans in addition to the
traditional fee-for-service (FFS) program. (Throughout
this chapter, “plans” refer to various types of private health
plans as well as traditional FFS Medicare.) Specifically,
CPC has two defining principles: First, beneficiaries
receive a federal contribution to buy Medicare coverage,
and the contribution amount is competitively determined;
second, beneficiaries’ individual premiums vary
depending on their choice of coverage and the level of the
federal contribution. CPC encompasses a set of concepts
related to premium support or defined contributions. CPC
and the related concepts represent a fundamental departure
from current FFS Medicare, which pays for a defined
benefit package and bears the risk of financing the benefit.
Additionally, it differs from FFS Medicare because the
federal contribution is based on competitive bidding rather
than administratively set prices.

An argument for a CPC approach is that a market-based
model in which private plans compete for enrollment
might do better at keeping overall spending—and hence,
premiums—down in certain markets than a model based
on unrestricted FFS with open-ended provider participation
and administered prices. A successful CPC model depends
on strong competition among private plans offering lower
premiums and more attractive benefits and on informed
beneficiaries who respond to those offerings. Competing
private plans, however, do not necessarily lower the cost
to the Medicare program if the rules defining how they get
paid do not encourage them to compete based on cost or
premiums. For example, the current Medicare Advantage
(MA) program produces a higher cost to Medicare than
the traditional FFS program. Therefore, whether a CPC
approach can lower overall Medicare spending depends
on the specific design of the model and how different
components of the model interact.

In its most basic form, a CPC approach consists of three
main actors with different roles. The Medicare program
designs the system and makes the rules that result in the
CPC contribution amount and payments to plans. (The
program also continues to administer the FFS benefit
and set FFS payment rates.) Private plans, the second
actor, use those rules to guide their business decisions,
such as whether to enter or exit a particular market, how

much to bid (which in turn is a factor in determining the
level of the government contribution amount), and what
benefit designs or products to offer. Beneficiaries, the third
actor, then make their purchasing decision and choose

a plan or FFS for their Medicare coverage based on the
premiums and other attributes of offered plans. Their
choice of coverage determines the premiums they pay. In
this chapter, we discuss elements of CPC most relevant
to decisions made by each of the three actors: design
questions for the Medicare program, plan bids for private
plans, and premiums associated with different options of
Medicare coverage for beneficiaries.

Part D as an example of a CPC
approach

CPC is not a new concept. In fact, Medicare Part D
provides a working example of a CPC approach and
illustrates the range of the detail and specificity of

the rules that a CPC approach requires. Under Part D,
prescription drug plans and MA plans bid to provide a
drug benefit within 1 or more of 34 prescription drug
regions. The law provides for a standard benefit, but,
within limits, plans can offer benefit designs that are
actuarially equivalent to the standard benefit. Plans can
offer enhanced benefits if they also offer a plan with the
standard benefit in the same region.

Figure 1-1 and Figure 1-2 illustrate how a CPC design
works in Part D. As shown in Figure 1-1 (p. 6), the
national average monthly bid is divided into two parts—
base beneficiary premium and direct subsidy. (Throughout
this chapter, we use “premiums” to refer to beneficiary
premiums and “plan bids” to refer to plans’ total costs

in providing the benefit.) The base premium is what an
enrollee pays to the plan each month, on average, and
equals 25.5 percent of the average benefit cost. The direct
subsidy is the federal contribution Medicare pays to plans
each month for each of the plan’s enrollees and equals
74.5 percent of the average benefit cost. Because the base
premium and direct subsidy are set nationally, they do not
vary across plans. A more detailed description of the Part
D payment system can be found at http://www.medpac.
gov/documents/MedPAC_Payment_Basics_12_PartD.pdf.

Under Part D, plan enrollees pay the base premium plus
the difference between their plan’s bid and the national
average bid (Figure 1-2, p. 6). Therefore, although the
base premium is the same for all beneficiaries, individual
beneficiaries’ premiums vary, depending on how their
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One aspect of the CPC design for Part D ensures that
m How CMS calculates national  beneficiaries eligible for the low-income subsidy (LIS)
average monthly bid (enrollment  have premium-free plans available to them. CMS

weighted) under Part D ¢stablishes a separate low-income threshold in each
prescription drug region, calculated as the LIS enrollment-
Plan 1 bid Plan 2's bid Plan 3's bid weighted average premium in the drug region with
some modifications. Plans with bids up to this regional
benchmark are premium-free for LIS beneficiaries. As
aresult, LIS beneficiaries have access to at least one
T PO PP URPEPTY ISOPUPTPOPOPOPOTOPOPOTOPOPOTOPOPOY UPTOTPPON . premium-free stand-alone drug plan even in regions where
: : the average bid is higher than the national average.

Bate Wi“m : The Federal Employees Health Benefits (FEHB) Program
© also illustrates different applications of the CPC principles
Direct subsidy (see text box). Under FEHB, the federal government
: contributes 75 percent of health insurance premiums up

to a maximum amount. Therefore, among plans subject

to the maximum contribution amount, enrollees pay

the full difference between the plan premium and the
maximum contribution amount. Otherwise, enrollees pay a

Note:  Under Part D, the national average monthly bid is divided into two proportional 25 percent of plans’ premiums.
parts—base beneficiary premium and direct subsidy. The base premium
is what an enrollee pays to the plan each month, on average, and equals
25.5 percent of the average benefit cost. The direct subsidy is the federal
confribution Medicare pays to plans each month for each of the plan’s

enrollees and equals 74.5 percent of the average benefit cost. Design questions Under the CPC
approach

National average monthly bid (enrollment weighted)

plan’s bid compares with the national average bid. If a
plan’s bid is equal to or less than the direct subsidy amount,
a beneficiary will pay no premium to enroll. If a plan’s

bid is higher than the direct subsidy and base premium
amounts combined, an enrollee will pay the base premium
plus the additional cost above the national average.

The above discussion of Part D highlights two defining
principles of a CPC approach: Beneficiaries receive a federal
contribution to buy Medicare coverage, and their individual
premiums depend on their choice of coverage. However,
there are different ways to apply the principles in designing

m Plan sponsors’ bids determine enrollee premiums under Part D
Plan 1's bid equals Plan 2's bid equals Plan 3's bid is more than
the direct subsidy the average bid the average bid
i : /Péw premium exceeds |
Basé premium [(No premium W%Me als o iy
National : : S¢ prem;
average
monthly bid Direct subsidy

Note:  Under Part D, the national average monthly bid is divided into two parts—base beneficiary premium and direct subsidy. The base premium is what an enrollee
pays to the plan each month, on average, and equals 25.5 percent of the average benefit cost. The direct subsidy is the federal contribution Medicare pays to
plans each month for each of the plan’s enrollees and equals 74.5 percent of the average benefit cost. Under Part D, plan enrollees pay the base premium plus the
difference between their plan’s bid and the national average bid.
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Federal Employees Health Benefits Program

Program is the nation’s largest employer-

sponsored health insurance program. Eligible
individuals include current employees, annuitants
(retired employees entitled to an immediate pension),
and their dependents. Active employees and retirees
pay the same premium amounts. The FEHB Program is
administered by the Office of Personnel Management
(OPM), which has wide authority to implement
regulations, contract with plans, and establish benefits.
In 2013, there are about 230 different plan choices,
typically up to 15 plans available in a given area.

The Federal Employees Health Benefits (FEHB)

Calculation of the federal government’s contribution to
health insurance premiums has certain characteristics
of a CPC approach. Under the current rules, the
government’s share of premiums is set at 75 percent of
a given plan’s premium up to a maximum of 72 percent
of the weighted average premium of all plans in the

program. Employees who enroll in a more expensive
plan pay the full amount by which the plan’s premium
exceeds the government’s maximum contribution
amount. For about 40 percent of plans in 2013, the
government contribution toward biweekly premiums
is a maximum of $190.84 for single coverage and
$424.95 for family coverage. The government
contribution is determined separately for single and
family coverage but does not vary geographically.
Unlike Medicare Part D, the FEHB Program does

not have a standard benefit package. However, OPM
specifies benefit parameters, including certain required
benefits and changes in benefits, through the annual
call letter for benefit and rate proposals from plans.
Within those parameters, plan premiums that make

up the weighted average premium can vary widely in
their benefit packages and cost-sharing requirements,
ranging from high-deductible plans to wide-network
preferred provider organizations. B

a CPC model, and those differences have important
implications for beneficiaries and the Medicare program.

In this section, we focus on four basic design questions
any CPC model in Medicare must address:

e  Should the benefit package be standardized?

*  Should a CPC model be based on competitive
bidding?

¢ Should a CPC model include FFS Medicare?
¢ How should the federal contribution be determined?

There are no right or wrong answers to these questions, but
there are different answers depending on the policy priorities
of the program and the desired responses from plans and
beneficiaries. Under a CPC approach, specific details of

the design are critical because Medicare cannot dictate the
decisions made by private plans and beneficiaries. Medicare
must rely on the incentives it creates in the design, but there
is no guarantee that it will achieve the desired behavioral
responses from plans and beneficiaries.

The above four questions do not, by any means, make up
a definitive or exhaustive list. There are additional design
questions we do not consider in this section—such as, how
does the federal contribution grow over time? Nonetheless,

the list represents first-order questions that must be
addressed in designing a CPC model. For simplicity,
we limit our discussion to applying a CPC approach for
services provided under Part A and Part B of Medicare.

Should the benefit package be
standardized?

Under CPC, standardization can be interpreted in at least
three ways. All plans could be required to cover the same
defined set of services with specified cost sharing, cover
the same defined set of services but vary cost sharing
(like MA), or provide benefit packages that are actuarially
equivalent to a set value (like Part D), with benefits and
cost sharing being allowed to vary from plan to plan.

The purpose of standardization is to make plans compete
largely on the basis of their price by requiring them to bid
on a standardized package of benefits. Choosing health
insurance is notoriously complicated because plans differ
in multiple dimensions simultaneously. Even under the
strictest interpretation of standardization, plans differ

in important and meaningful ways, including provider
networks, level of utilization management, customer
service, and convenience. Nevertheless, if plans compete
largely on the basis of price for a set product, beneficiaries
can reduce the degree of complexity, compare plans on
fewer dimensions, and simplify their decision making.
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Lessons learned from previous demonstrations of competitive

bidding for Part C

n previous demonstrations of competitive bidding
for Part C, certain themes became evident:

e Stakeholders were united in opposing the
demonstrations.

¢ Plans wanted to have benchmarks set in advance.

e Plans resisted being judged on the level of their
premiums rather than on the benefits they offered.

*  Plans objected to third-party marketing.

e Some thought Medicare fee-for-service (FFS)
should be included as a plan for bidding purposes.

In 1996, the Health Care Financing Administration
(HCFA, now CMS) began developing a demonstration
of competitive pricing. Baltimore was selected as the
site for the demonstration because of the large number
of available plans, the small number of beneficiaries
enrolled in the plans at the time, and the relatively high
adjusted average per capita cost rates that allowed plans
to offer a substantial level of enhanced benefits. The
latter feature of the Baltimore market was important
because the demonstration had to be budget neutral,
and no additional Medicare dollars could be used to
finance extra benefits that would attract enrollment.

The design of the bidding process called for plans to
bid on a standard benefit package that HCFA specified.
On receiving the bids, HCFA would determine the level

of the government contribution, and plans with bids
above that level would charge a premium. HCFA did
not specify the level of the government contribution in
advance but stated that it would not be set at the lowest
bid for the standard benefit package. Marketing and
enrollment would be through a third party, not through
the health plans.

The demonstration ended before implementation
because of unified opposition from stakeholders.

The industry objected to certain design features,
including not knowing the government contribution
in advance, using member premiums as the basis for
distinguishing among bidding plans in the market,
and using a third party for marketing and enrollment.
Dowd and colleagues state that “plans repeatedly
asked HCFA to forgo the competitive bidding process
and simply to announce an administrative price that
achieved whatever cut in payment the agency sought.
HCEFA rejected this approach as just another variant
of administrative pricing, which would not produce
information on the efficient price of the standard benefit
package” (Dowd et al. 2000).

HCFA then chose Denver as the demonstration site.
The Denver market was similar to Baltimore in the
number of plans, enrollees, and benefits offered. One
design feature was changed: Plans that had to charge
premiums when their bids exceeded the government
contribution were allowed to waive all or some of the

(continued next page)

Standardization also limits the opportunity for risk selection
because plans cannot design benefit packages aimed at
enrolling only the healthiest beneficiaries. For example,
setting high coinsurance rates for expensive chemotherapy
treatments is likely to deter cancer patients from enrolling
or staying enrolled. (Conversely, standardization also
limits beneficiaries’ opportunity to choose their desired
benefit designs based on their preferences and needs.!)
However, standardizing the benefit packages could make it
more difficult for plans to innovate and respond quickly to
changes in medical practice.

The medigap market provides precedent for standardizing
the benefit package. In 1990, policymakers reformed the
medigap market by imposing standardized plans that vary

in how they wrap around Medicare’s cost sharing and
benefits. Before 1990, beneficiaries shopping for Medicare
supplemental policies faced an array of duplicative,
confusing offerings. Reports of marketing abuses were
frequent. Legislation restricted insurers to a limited menu
of medigap options, identified by the letters A through

J. For example, all C policies provide exactly the same
benefits, and insurers selling those policies compete on the
basis of price alone.

Under current law, MA plans are required to cover all
Medicare Part A and Part B benefits except hospice.
Plans may supplement Medicare benefits by reducing
cost-sharing requirements, providing coverage of non-
Medicare benefits, or providing a rebate for all or part

8 Competitively determined plan contributions
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Lessons learned from previous demonstrations of competitive

bidding for Part C (cont.)

premium if they also accepted a payment reduction
equal to the waived amount. Plans opposed the Denver
demonstration for the same reasons as in Baltimore,
with the added concern that FFS Medicare was not
being considered a bidding plan. As they did in
Baltimore, plans also asked HCFA to set administered
pricing rates if the goal was to reduce plan payments.
Some of the Denver HMOs initiated a lawsuit that
resulted in a temporary restraining order just as plan
bids were being submitted, and opposition led to the
end of the demonstration before full implementation.

From the Denver demonstration, HCFA learned

the range of plan bids for the enriched standard
benefit package (which included drug coverage)

and the Medicare Part A and Part B benefit package.
According to Dowd, “HCFA ... made it known that
the ... bids they examined in Denver for the standard
benefit package (the ‘market norm’ benefit package
that included prescription drugs) were 5 percent to
17 percent below the published Balanced Budget
Act (BBA) payment rates, which reflect the cost of

The ... bids for the entitlement benefit package
[Medicare Part A and Part B] were 25 percent to 38
percent below the BBA rates” (Dowd 2001).

The Balanced Budget Act of 1997 mandated
competitive pricing demonstrations at various sites,
with the design of the demonstrations to be determined
by a national Competitive Pricing Advisory Committee

entitlement benefits (that is, no drugs) in FFS Medicare.

(CPAC) with additional input from Area Advisory
Committees (AACs). Under the CPAC design, FFS
Medicare was excluded as a bidding plan because no
statutory authority allowed its inclusion, but CPAC
urged the Congress to consider including FFS. CPAC
established a national standard enhanced benefit
package that included drug coverage, but each AAC
could further enhance the benefit if the local standard
was to have a more generous benefit package in
Medicare plans. CPAC specified that the government
contribution should be at the median bid (adjusted
for plan capacity) or at the enrollment-weighted
average bid. At each of the two demonstration sites
(Kansas City and Phoenix), the AAC chose the amount
resulting in a higher government contribution. Plans
bidding above the contribution level would charge

a premium; plans bidding below that amount could
retain the difference or provide extra benefits. CPAC
also considered ways to have financial incentives

to promote quality of care. In addition to decisions
about the standard benefit package and the level of the
government contribution, the AACs would determine
whether plans would bid on a county-by-county basis
(separate bids for each county) or on a “reference”
county, with ratios established for payments in each
county.

After a number of delays, the Kansas City and Phoenix
demonstrations also ended before implementation
because of mounting stakeholder opposition.

of the Part B or Part D premium. An MA plan’s bid
reflects its costs to provide the Part A and Part B benefit
package for a beneficiary of average health status, and the
plan’s payment from Medicare depends on how its bid
compares with the local MA benchmark. The cost-sharing
component of the bid for the standard benefits must be
actuarially equivalent to FFS cost sharing in total.? For the
Part A and Part B benefit package, beneficiaries will pay
the Part B premium and any additional premium if they
choose a plan with a higher bid. A lower bid may result in
savings for the beneficiary, including lower cost sharing or
a reduced Part B premium. A more detailed description of
the MA program can be found at http://www.medpac.gov/
documents/MedPAC_Payment_Basics_12_MA.pdf.

When Part D plans offer a standard benefit, plans can
vary their benefit packages within limits as long as they
are actuarially equivalent to the defined standard benefit.
(Part D plans can also offer enhanced benefits as long

as they offer a standard benefit.) Few beneficiaries are

in plans with a standard benefit design—that is, almost
all Part D plans offer plans different from the standard
benefit. However, plans must meet certain requirements
that limit variation. For example, all plans have the same
limit on out-of-pocket spending. They must cover at least
two drugs in each therapeutic category and class unless
only one drug is available. Moreover, they must cover all
or substantially all drugs in certain protected classes such
as cancer drugs and antidepressants. Furthermore, CMS is

MECIpAC
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Relationship between fee-for-service Medicare and Medicare Advantage

plan bids

Medicare and private-sector payment rates Herfindahl index derived from American Medical
on Medicare Advantage (MA) plan bids, we Association data on insurer market shares.
analyzed the relationship between the MA plan bid as a )
share of FFS spending in 2008, for HMO and preferred The results of the above model are shown in Table 1-1.
provider organization (PPO) plans separately, as well as
the following five variables:

To understand the effect of fee-for-service (FFS) * a measure of insurer market power using the

Overall, MA plan bids have little relationship to private-
sector payment rates. The hospital price variable has
no effect in the HMO model and has a small effect of
roughly 0.04 in the PPO model, which is much smaller
than the value of 0.30 that would be predicted if MA
prices followed non-Medicare private insurer prices.
This fact suggests that MA plan hospital prices are

not tied to prices in the non-Medicare market, which

is consistent with what we have heard from plans and
other market participants. Non-Medicare physician
payment rates also appear to have at most a modest

* an index of payment rates for physician services relationship to MA bids, suggesting that physician
in the non-Medicare market (adjusted for the payment rates may be partly anchored to FFS prices.
Medicare physician fee schedule index)— There is more uncertainty regarding the prices MA
Physician fee schedule services represent roughly plans pay physicians given the inconsistency of the
12 percent of Medicare spending, so we would regression results and less corroborating data than
expect a 1 percent increase in physician prices to we have in the case of hospitals. It is possible that

increase MA bids by 0.12 percent, all else equal; physician payment is less consistently anchored to FFS
payment rates than hospital prices.

* anindex of payment rates for hospital services
in the non-Medicare market (adjusted for the
Medicare hospital wage index)—Hospital services
represent roughly 30 percent of Medicare spending;
therefore, if MA plans paid non-Medicare market
prices, we would expect a 1 percent increase in
hospital prices to increase MA plan bids by 0.30,
all else equal;

* the MA benchmark, the maximum program
payment for Part A and Part B services—In areas The coefficient in the third row of Table 1-1 (-0.49)

with higher benchmarks, plan bids relative to tells us that in markets where FFS beneficiaries’ service
FFS spending may be higher because plans feel use is 1 percent higher than average, MA bids are
less pressure to control their costs, spend more expected to be roughly 0.49 percent lower than the FFS

costs on average, all else equal. Conversely, in markets
where FFS beneficiaries’ service use is 1 percent below
average, MA bids are expected to be roughly 0.49

on broader networks and marketing, and use less
utilization review;

* anindex of FFS Medicare service use per percent higher than FFS costs, all else equal. Some
beneficiary—In areas with higher service use, caution should be taken in interpreting this variable
plans may have more opportunities to reduce in that the model forces linearity on the service-use
spending on discretionary services and fraud and variable, and the exact coefficient can change with
abuse in certain markets; and the functional form of the model. However, across

(continued next page)

required to monitor plan submissions to ensure that benefit ~ to determine the composition of the standard benefit.

designs are not constructed to discriminate against certain Whether defined as the current-law benefit or changed to
beneficiaries. (This is also true in MA.) a different benefit design, decisions about how the benefit
package should be standardized will be necessary in

If benefits were standardized in a CPC model for Part

3 3 designing a CPC model.
A and Part B of Medicare, policymakers would have
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Relationship between fee-for-service Medicare and Medicare Advantage

plan bids (cont.)

m Non-Medicare prices have little effect on MA HMO and PPO bids

Expected Regression results
coefficient if
prices equal

Categories and variables non-Medicare Standard
(enrollment-weighted MSA-level mean values) market prices  Coefficient error P value

Dependent variable:
HMO bid for Part A and Part B services relative to FFS cost

Hospital price index (non-Medicare 2008) 0.30 -0.00 0.02 0.8160
Physician price index (non-Medicare 2008) 0.12 0.06 0.03 0.0697
Index of FFS Medicare service use (MSA 2006-2008) <0 -0.49 0.05 <0.0001
Benchmark-to-FFS ratio (based on 2008 data) >0 0.26 0.07 0.0001
Insurer market power (HHI/10,000 in 2008) Unclear -0.01 0.03 0.8027
R?=0.52
N=199

Mean weighted HMO bid in the 199 areas=99% of FFS
Median weighted HMO bid in the areas=100% of FFS

Dependent variable:
PPO bid for Part A and Part B services relative to FFS cost

Hospital price index (non-Medicare 2008) 0.30 0.04 0.02 0.0053
Physician price index (non-Medicare 2008) 0.12 -0.02 0.02 0.3905
Index of FFS Medicare service use (MSA 2006-2008) <0 -0.24 0.04 0.0005
Benchmark-to-FFS ratio (based on 2008 data) >0 0.26 0.05 <0.0001
Insurer market power (HHI/ 10,000 in 2008) Unclear -0.05 0.02 0.0092
R? =0.47
N=181

Mean weighted PPO bid in the 181 areas=105% of FFS
Median weighted PPO bid in the areas=105% of FFS

Note:  MA IMedicare Advantage), PPO (preferred provider organization), MSA (metropolitan statistical area), FFS (fee-for-service), HHI (Herfindahl index of competition
in the core-based statistical area). The HHI variable is normalized to a O to 1 scale where a monopoly market has an HHI of 1. Variables are expressed in log
form, so the coefficients represent the effect of a 1% increase in non-Medicare prices or a 1% increase in the benchmark above FFS payments on the HMO or
PPO bids. Our analysis is based on MA plan bid data for the 2010 contract year, submitted by plans in June of 2009. The MA bids submitted in June 2009
presumably would be based on the claims history from 2008 and earlier years. The 2008 claims history underlying the 2010 bids matches the time frame of
our earlier analysis on private payment rates, which was based on the actual private-sector claims from calendar year 2008. For our enrollment weighting of
the MA bid data by geographic area, we use the November 2010 county-level actual enrollment files from CMS, rather than plans’ projections of enrollment
by county. For service use, we use historical FFS levels from 2006 to 2008. P value refers to the statistical significance of the coefficient; it is the probability that
the coefficient could be different from zero purely due to random variation. Expected effect of insurer market power is unclear given that insurer power may
lead to lower prices for nonphysician and nonhospital services, which are not controlled for in the regression, but it could also lead to more insurer profit or less
efficiency, which could increase bids.

Source: MedPAC analysis of Medicare Advantage bid data.

different functional forms, we consistently find that of Medicare policy on benchmarks. For example, the
high-service-use markets tend to have bids below FFS, Oklahoma City metropolitan statistical area is a high-
and low-service-use markets tend to have bids above service-use area. Its FFS service use is 16 percent
FES after controlling other factors such as the effect above the national average; therefore, we would expect
(continued next page)
Should a CPC model be based on set amount independent of plan bids. As discussed
competitive bidding? earlier, Part D is based on a competitive bidding system.

In contrast, the cost of Medicare coverage under MA is

In theory, the cost of Medicare coverage and the federal
administratively set at predetermined benchmarks based

contribution under a CPC approach could be based either
on the bids of competing plans or on an administratively
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Relationship between fee-for-service Medicare and Medicare Advantage

plan bids (cont.)

the MA HMO bids to be about 8 percent lower (16% x
—0.49) than FFS costs in this market on average, all else
equal. In contrast, in an area with very low spending
like Fargo, ND, where FFS service use is 12 percent
below average, we would expect MA HMO bids to

be roughly 6 percent higher (-12% x —0.49) than FFS
costs, all else equal. Bids will also be affected by other
factors (including individual HMO efficiency), but
these two examples provide some intuition about the
magnitude of the model’s findings on the average effect
of variation in service use on the competitiveness of
HMO bids relative to FFS costs.

Two possible factors drive these results. First, MA
HMOs will have an easier time reducing service use
below FES service use in markets where there are
higher volumes of unnecessary services and fraudulent
FFS claims. In markets where service use is low,

there may be few opportunities to reduce service

use further. Second, MA HMOs tend to have higher
overhead (some of which may be used to coordinate
care or control service use); in areas with low service
use, this fixed overhead is a larger share of total costs,
making it more difficult to compete with FES on price.
The overarching idea is that MA HMOs will be more

competitive relative to FFS Medicare in markets with
high service use.

In the PPO regression, our results suggest that PPO
bids are 0.24 percent lower than average markets where
FFS use is 1 percent above average, and PPO bids are
0.24 percent higher than the average bid in markets
where FFS service use is 1 percent below average.

This suggests that PPO plans can control use in some
markets but tend to have less of an effect on service use
than HMOs. This result is consistent with the average
bid data, which show PPO bids being roughly 5 percent
higher than MA HMO bids.

The fourth row of Table 1-1 shows that for every 1
percent increase in the benchmark above FES costs,
HMO and PPO bids increase by 0.26 percent.? This
result indicates that MA plan bids can be influenced
by Medicare policy that changes payment rates to

the MA plans. The last row of Table 1-1 shows that
insurer market power has little effect on HMO bids,
but it may have a slightly negative effect on PPO bids,
possibly due to greater economies of scale with respect
to administrative costs such as developing a network of
providers. ®

on—although not always equal to—past Medicare FFS
spending projected to the current year.

The main argument for basing a CPC model on
competitive bidding is that a competitive market would
provide price information, and getting bids on a set
benefit package (such as the Medicare Part A and Part

B benefit) is as close as we can come to a competitive
market. In theory, allowing those entities with the best,
most up-to-date information on the cost of providing a

set benefit to determine the market price would result in
more accurate pricing that can readily incorporate market
changes. In practice, however, past attempts at competitive
bidding in Medicare Part C suggest that plans might not
welcome such a process. Previous demonstrations from
the 1990s ended before implementation because of unified
opposition from stakeholders, including the private plans
that would have been participants (see text box, pp. 8-9).

Whether a CPC model is based on, or independent of, plan
bids may have significant effects on Medicare spending. If
the federal contribution were based on plan bids each year,
changes in the underlying costs of providing the Medicare
benefit would be incorporated into those bids, and the
Medicare program would bear most of the risk in year-to-
year fluctuations in costs. On the other hand, if the federal
contribution were set at a predetermined amount (e.g.,
average FFS spending per beneficiary in the base year)
and indexed to grow at a predetermined rate (e.g., the rate
of gross domestic product), program spending would be
predictable. However, beneficiaries would bear the risk of
unexpected increases in costs for Medicare coverage if the
increase in the federal contribution is insufficient for plans
to cover their costs. If beneficiaries could not or would not
pay all of the resulting increase in premiums, plans would
have to find ways of lowering their premiums to maintain
enrollment.

12 Competitively determined plan contributions



Should a CPC model include FFS Medicare?

FFS Medicare can be a part of a CPC model in two ways.
More narrowly, FFS Medicare can be one of the plan

bids in calculating the federal contribution under CPC.
There are several reasons for FFS Medicare to remain as
a plan option. First, in some areas FFS Medicare might
be the low-cost option of Medicare coverage compared
with options offered by private plans. In those areas, not
including FFS Medicare would result in higher spending
by the program, the beneficiary, or both, depending on the
level of the federal contribution.* Moreover, the existence
of FFS Medicare in those areas may put downward
pressure on plan bids that need to compete with low FFES
spending. Second, FFS Medicare guarantees at least one
option of Medicare coverage in all areas because private
plans might not be available everywhere, such as in some
rural areas. Third, some beneficiaries might prefer FFS
Medicare for its wider network of providers and would
pay higher premiums for that choice if FFS Medicare were
not the low-cost option.

More broadly, FFS Medicare can coexist along with
private plans in a CPC model even if it is not included in
the calculation of the federal contribution. Maintaining
FFS Medicare could be important beyond its role as an
option for Medicare coverage. Because FFS Medicare
could indirectly affect the payment rates that private
plans pay providers, the existence of FFS Medicare could
ultimately affect plan bids in a CPC model. Currently,
FFS Medicare payment rates overall are about 20 percent
lower for physician services and over 30 percent lower
for hospital services compared with payment rates in

the private sector (American Hospital Association 2012,
Medicare Payment Advisory Commission 2013). Under
a CPC model without FFS Medicare, dramatically higher
payment rates for Medicare services could result in higher
plan bids if private plans pay the rates that currently
prevail in the private sector.

An analysis of the relationship between plan bids under
the current MA program and FFS Medicare shows that
MA plan bids are more strongly correlated with FFS
Medicare than with payment rates in the private sector
(see text box, pp. 10-12). In addition, conversations
with hospital executives and actuaries suggest that MA
payment rates for hospital services are closely anchored
to FFS Medicare payment rates in contract negotiations.
Consequently, if FFS Medicare payment rates are
reference prices in negotiations between providers and
plans, maintaining FFS Medicare may have a noticeable
impact on plan bids in a CPC model.

There are a couple of reasons why private plans could pay
providers less in the MA market compared with the private
sector. Under current law, providers must accept the MA
plan’s payment for certain services (such as emergency
services and other covered services from providers that are
not under a contract with the MA plan) as payment in full
as long as it is at least the amount that would have been
paid in FFS Medicare plus any allowed cost sharing. For
those services, therefore, FFS payment rates directly affect
MA payment rates. In addition, MA plans compete with
FFS Medicare for beneficiaries. In other words, providers
are paid either at the FFS payment rate or at the payment
rate negotiated with the MA plan for Medicare services.
As mentioned previously, this fact could play a role in
contract negotiations between MA plans and providers.
For example, a hospital may decide that payments from
MA plans are preferable to FFS Medicare if the MA
payment rates are just slightly higher than FFS payment
rates or if they are equal to FFS Medicare but with
additional volume of patients from being an in-network
provider. In this case, FFS payment rates indirectly affect
MA payment rates.

How should the federal contribution be
determined?

Under a CPC model, beneficiary premiums would
depend on how plan bids compare with the federal
contribution amount. If plan bids are higher than the
federal contribution amount, beneficiaries will pay the
difference in a premium, whereas if plan bids are lower,
beneficiaries will receive the difference in a premium
rebate. (For simplicity, one can think of the difference
between the federal contribution and a lower plan bid as
a cash rebate.) Therefore, the rules used to calculate the
federal contribution have very important implications for
beneficiaries’ premiums and program spending.

In particular, we focus on the level at which the federal
contribution is determined. It is a key design question
regardless of the exact formula of the contribution.
Whether the federal contribution is calculated nationally,
as in Part D, or is allowed to vary across geographic
regions and plans, as in Part C, has significant
distributional effects.

Consider the following illustrative example. Suppose the
national average cost of providing Medicare Part A and

Part B services is $800 per month. Further, suppose there
are three areas with equal numbers of beneficiaries but
different levels of average Medicare cost per month: $680,
$800, and $920 (i.e., the second column in Table 1-2, p. 14).
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lllustrative example: Federal contribution is set nationally

Federal contribution:

Average monthly cost for
87.5% of national cost

Beneficiary premium:
Part A and Part B benefit

Monthly cost - federal contribution

Area 1 $680 $700 -$20
Area 2 800 700 100
Area 3 920 700 220
Note: In this illustrative example, we assumed the following: The national average cost of providing Medicare Part A and Part B services is $800 per month; there are

three areas with equal numbers of beneficiaries but different levels of average Medicare cost per month—$680, $800, and $920 (i.e., the second column); and
the federal contribution amount is set at 87.5 percent of the national average cost of the Medicare benefit, or $700 per month in all three areas |i.e., the third
column). As a result, beneficiary premiums in the three areas are -$20 (premium rebate), $100, and $220 (the fourth column in the table—i.e., the second column

minus the third column).

One can think of the level of Medicare cost as the area’s
representative plan bid for providing the Part A and Part
B benefit or the area’s FFS spending. The purpose of this
example is to illustrate how different rules for calculating
the federal contribution affect beneficiary premiums when
Medicare costs vary across areas.

Specifically, consider the following three rules for
calculating the federal contribution amount:

1. 87.5 percent of the national average cost of the
Medicare benefit,

2. 87.5 percent of the local average cost of the Medicare
benefit, or

3. the residual after the beneficiary pays 12.5 percent of
the national average cost of the Medicare benefit.

Under current law, the standard Part B premium represents
roughly 12.5 percent of total Medicare spending and the
program’s share is roughly 87.5 percent.

Under the first rule, or the “national” option, beneficiaries
in all three areas receive $700 per month as the federal

contribution for their Medicare benefit (i.e., the third
column in Table 1-2). Therefore, beneficiary premiums in
the three areas are —$20 (premium rebate), $100 (average
premium), and $220 (the fourth column in Table 1-2—i.e.,
the second column minus the third column).

In contrast, under the second rule, or the “local”

option, beneficiaries in the three areas receive different
contribution amounts because the federal contribution is
tied to the area-specific cost of the Medicare benefit (i.e.,
the second column in Table 1-3). For example, in area 1,
the federal contribution is lower, at $595 (87.5 percent of
$680) compared with $805 (87.5 percent of $920) in area
3. As aresult, the beneficiary premium is $85 in area 1
compared with $115 in area 3 (the fourth column in Table
1-3).

Finally, under the third rule, beneficiaries in all areas
pay 12.5 percent of the national average cost, or $100 in
premiums (the fourth column in Table 1-4). It represents
the inverse of the first rule in that it sets the beneficiary
premium nationally. Whereas the federal contribution
does not vary across areas in Table 1-2, the beneficiary

lllustrative example: Federal contribution is set locally

Federal contribution:

Average monthly cost for
87.5% of local cost

Beneficiary premium:
Part A and Part B benefit

Monthly cost - federal contribution

Area 1 $680 $595 $85
Area 2 800 700 100
Area 3 920 805 115
Note: In this illustrative example, we assumed the following: The national average cost of providing Medicare Part A and Part B services is $800 per month; there are

three areas with equal numbers of beneficiaries but different levels of average Medicare cost per month—$680, $800, and $920 (i.e., the second column); and
the federal contribution amount is set at 87.5 percent of the local average cost of the Medicare benefit (i.e., the third column). As a result, beneficiary premiums in
the three areas are $85, $100, and $115 (the fourth column in the table—i.e., the second column minus the third column)
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TABLE
1-4 lllustrative example: Federal contribution and beneficiary premiums under current law

Federal contribution:

Average monthly cost for
Monthly cost - beneficiary premium

Beneficiary premium:
Part A and Part B benefit

12.5% of national cost

Area 1 $680 $580 $100
Area 2 800 700 100
Area 3 920 820 100

Note: In this illustrative example, we assumed the following: The national average cost of providing Medicare Part A and Part B services is $800 per month; there are
three areas with equal numbers of beneficiaries but different levels of average Medicare cost per month—$680, $800, and $920 (i.e., the second column); and
the federal contribution amount is set at the residual after the beneficiary pays 12.5 percent of the national average cost of the Medicare benefit (i.e., the third

column). In other words, beneficiaries in all areas pay 12.5 percent of the national average cost, or $100 in premiums (i.e., the fourth column).

premium does not vary across areas in Table 1-4. In fact,
this rule describes how the standard Part B premium is
calculated under current law, which equals 25 percent of
national average Part B spending.

Differences among the three rules for calculating the
federal contribution illustrate how the difference in the
average monthly cost of the Medicare benefit across
areas is shared between the program and the beneficiary.
In Table 1-2, the beneficiary pays the entire difference,
whereas in Table 1-4, the program pays the entire
difference. In Table 1-3, the program and the beneficiary
divide the difference proportionately based on the
87.5/12.5 percent split.

There are additional issues related to the federal
contribution amount. For example, if the contribution is
based on competitive bids, a decision must be made on
whether it should be based on the lowest bid, an average
bid, or some other formulation. Setting benchmarks at
the lowest local bids would minimize Medicare spending,
but beneficiaries would have to pay additional premiums
to join all but the lowest cost plan. However, there are
also capacity concerns: The lowest bidder may not be
able to enroll all beneficiaries who wish to join the
low-cost plan. Alternatively, setting benchmarks high
enough so that multiple plans in a local area can meet

the benchmark should facilitate access to relatively low-
premium plans in a market area but will be more costly
to Medicare. In general, the formula for calculating the
federal contribution will affect both beneficiary and plan
behavior. Different formulas will redefine the set of lower
cost options for beneficiaries and, as a result, change
their choice for Medicare coverage. Similarly, different
formulas for calculating the federal contribution will alter
private plans’ decisions about where and how to compete.

In response to the specific design of the CPC model,
private plans will need to make their business decisions—
whether to enter or exit a particular market, how much to
bid, and what benefit designs or products to offer. In this
section, we focus on one such decision and simulate plan
availability and beneficiary premium impacts under a CPC
model using MA plan bids for 2013 as a proxy. Although
the current MA program is not a competitive system, in
that benchmarks for calculating payments to MA plans

are not based on their bids, MA bids represent a measure
of the total cost of providing the Medicare benefit by
private plans and can inform how plans might act in a CPC
model.’

Adjusting MA plan bids for payment areas

In our analysis, we adopt the definition of payment areas
that is larger than the county definition currently used in
the MA program. Using counties as payment areas results
in many areas with a small number of FFS beneficiaries,
and there can be instances of adjacent counties with very
different levels of FFS spending. However, if payment
areas are too large, the cost of serving beneficiaries can
vary widely within payment areas.

To mitigate these problems and define an appropriate
payment area that best matches the insurance markets
served by private plans, the Commission recommended
combining counties into larger payment areas for MA as
follows (Medicare Payment Advisory Commission 2005):

*  Among counties in metropolitan statistical areas
(MSAs), payment areas should be collections of
counties located in the same state and the same MSA.°
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m Distribution of payment areas by average monthly FFS spending per beneficiary, 2013

Number of
payment areas

Average monthly FFS
spending per beneficiary

Share of beneficiaries

Top 5 payment areas by number

(in percent) of beneficiaries

$540-$645 102 5% Buffalo; Rochester (NY); Honolulu; Albany
(NY); Albugquerque

$645-$690 193 10 Sacramento; Portland (OR); Virginia
Beach; Greensboro; Portland (ME)

$690-$750 396 23 Seattle; St. Louis; VA suburbs of
Washington, DC; Milwaukee; Charlotte

$750-$825 337 30 Philadelphia; Atlanta; Riverside-San
Bernardino (CA); Pittsburgh; Detroit

$825-$900 145 22 Chicago; New York; Boston; Phoenix;
Tampa

$900-$1,335 56 9 Los Angeles; Houston; Dallas; Baltimore;
Miami
Overall average 1,229 100

($781)

Note:  FFS (feefor-service). Percentages do not sum to 100 due to rounding.

Source: MedPAC analysis of Medicare Advantage plan bids for 2013.

*  Among counties outside MSAs, payment areas should
be collections of counties in the same state that are
accurate reflections of health care market areas, such
as health service areas.’

The purpose of our analysis is to simulate plan availability
and beneficiary premium impacts under a CPC model,
based on current MA bids. We did not model CPC plan
bids, nor did we model changes in beneficiary choice
among plans. That is, we did not model behavioral
responses to the CPC incentives by plans or beneficiaries.

Specifically, we made the following assumptions in our
analysis:

*  We assumed that plan bids were constant over the
entire plan-defined service areas, where service areas
can be larger or smaller than payment areas.

*  We assumed that if a plan is currently offered to
at least half of all the Medicare beneficiaries in
a payment area (as defined in the Commission’s
recommendation), the plan would serve the entire
payment area with its current bid. If the plan is not

offered to at least half of the beneficiaries, we assumed
that it would not bid to serve that payment area.

*  We excluded plans that were not open to all
beneficiaries in a service area, such as employer-
sponsored plans and special needs plans.

*  We excluded bids from MA-only plans that do not
offer Part D drug coverage since there may be positive
risk selection in those plans, and those plans all have
companion MA—Prescription Drug plans that do
include Part D coverage.

*  We excluded bids for plans in specific payment areas
with little or no projected enrollment because those
bids would not reflect costs for those specific areas.

The sample of data used in our analysis included 1,229
payment areas in the 50 states and the District of Columbia,
with an average of 4.5 bids per payment area (Table 1-5).3

Table 1-5 shows the distribution of payment areas by
average monthly FFS spending per beneficiary for 2013,
ranging from $540 to $1,335. More than half of Medicare
beneficiaries live in areas with FFS spending between
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Distribution of MA plan bids by average FFS spending in payment area, 2013
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$690 and $825 a month. (The overall average monthly
FFS spending is $781.) In lower spending areas, 15
percent of beneficiaries live in areas with FFS spending
below $690 a month; in higher spending areas, 31 percent

of beneficiaries live in areas with FFS spending above
$825.

Overall, MA plan bids in payment areas increase with

the average FFS spending per beneficiary (Figure 1-3).
However, within each payment area, there is a noticeable
range in plan bids. For example, in one high-spending
payment area with average FFS spending equal to $1,335,
there were 37 total bids, ranging from just under $500 to
just under $1,100. The average bid for that area was about
$800. Similarly, in a low-spending area with average FFS
spending equal to $650, the average bid from 24 total bids,
ranging from just under $700 to about $850, was $750.

Although plan bids tend to increase as FFS spending
increases, the ratio of plan bids to FFS spending in their
payment area decreases as FFS spending increases (Figure
1-4, p. 18). For areas with FFS spending below $750 per

month, the average bid to provide the Part A and Part B
benefit is greater than FFS spending (the ratio is greater
than 1.00). For example, in areas with average per capita
FFS spending less than $645 per month, the average bid
was 1.14 times FFS spending. In areas with FFS spending
between $645 and $690 a month, the average bid was
1.08 times FFS spending. In higher spending areas, those
with FFS spending at or above $750, average bids were
lower than FFS spending. For example, in areas with FFS
spending between $750 and $825, the average bid was 96
percent of FFS spending. Still, there were bids above FFS
spending in those areas, as noted by the ratio of 1.05 at the
90th percentile of bids.

lllustrative options for calculating the federal
contribution using MA plan bids

We considered three illustrative options for calculating the
federal contribution. We used MA bids for 2013 as plan
bids. In all three options, the federal contribution is set
locally at the payment area level and the base premium

is set nationally to the standard Part B premium under
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Distribution of plan bids relative to FFS, by
average FFS spending in payment area, 2013
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current law, following the general approach described in
Table 1-4. We compare the federal contribution amounts
and changes in beneficiary premiums compared with
current law under each of the three options.

Under the first option, the federal contribution equals the
average FFS spending in the local payment area. Local
FFS spending ranges from $540 to $1,335, averaging $781
per month. The overall average contribution amount under
this option is $781, or the overall average FFS spending
(Table 1-6).

Under the second option, the federal contribution equals
the weighted average of plan bids and FFS spending in

the local payment area. (In other words, FFS Medicare

is considered one of the plan bids.) The overall average
contribution amount under this option is $769, or 98
percent of average FFS. In low-spending areas, where plan
bids are generally higher than FFS spending, this option
would raise the contribution amount above FFS spending.

By contrast, in high-spending areas, where plan bids are
lower than FFS spending, this option would lower the
contribution amount below FFS spending.

Under the third option, the federal contribution equals the
lesser of the average private plan bids (FFS Medicare is
not included as a plan bid) and FFS spending in the local
payment area. In low-spending areas where plan bids are
higher than FFS spending, this option would limit the
contribution amount at FFS spending, whereas in high-
spending areas, this option would set the contribution
amount at the average plan bid and below FFS spending.
The overall average contribution amount under this option
is $726, or 93 percent of FFS.

Table 1-6 also shows that under the first and third options,
in which the federal contribution is limited at the high
end to local FFS spending, 85 percent of Medicare
beneficiaries live in areas with at least one private plan
whose bid is at or below the contribution amount. Under
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TABLE
1-6

Federal contribution
(in dollars per month)

Range of federal contributions under three illustrative options, 2013

At least one private
plan at federal

Federal contribution
relative to FFS

lllustrative scenario
for determining
federal contribution

Minimum Average Maximum

contribution amount
(percent of

Minimum Average Maximum beneficiaries)

100% local FFS $540 $781
Average of bids and FFS 589 769 1,131
Lesser of average bid and local FFS 540 726

$1,335

1,110

1.00 1.00 1.00 85%
0.79 0.98 1.11 89
0.61 0.93 1.00 85

Note:  FFS (fee-for-service). Our analysis assumes no behavioral responses from plans and beneficiaries. Federal contribution excludes quality bonus payments to plans.

Source: MedPAC analysis of Medicare Advantage plan bids for 2013.

the option in which the federal contribution is set at the
average of FFS spending and the plan bids, 89 percent of
beneficiaries live in areas where at least one private plan
bid is at or below the contribution amount.

The federal contribution calculated under each illustrative
option has different implications for beneficiaries
depending on their choice of Medicare coverage and

area. For this analysis, we assumed that any change in the
federal contribution would be fully offset by a change in
the plan premiums paid by beneficiaries. The numbers

in Table 1-7 reflect only the changes in the federal
contribution; we assumed no changes in plan offerings, no
beneficiary response to the contribution changes, and that
all beneficiaries continue to pay their Part B premium. It is
very likely that beneficiaries would move to less expensive
plans if they were available. The results here, however,

also assume that beneficiaries stay in whatever private
plan or FFS Medicare they were in before the federal
contribution was changed.

Under the first option, in which the federal contribution
equals the average FFS spending in the local payment
area, no FFS beneficiaries would pay additional premiums
for the Medicare Part A and Part B benefit (Table 1-7).
However, beneficiaries enrolled in private plans may pay
additional premiums depending on how the specific plan
bid compares with the contribution amount, which equals
FES spending under this option. Because relatively more
beneficiaries live in areas where the average plan bid is
below FES spending, the median premium difference is
—$38 per month, assuming that current MA beneficiaries
enroll in the same plan. This means that half of private
plan enrollees would receive a rebate of $38 or more per

TABLE
LV 4

Premium differences assuming beneficiaries remain in FFS or current MA plan, 2013

Premium difference per month assuming beneficiaries

remain in FFS or current plan

?‘e’g;‘:gf Current FFS beneficiaries Current plan enrollees
lllustrative scenario contribution
for determining relative to 10th 90th 10th 90th
federal contribution FFS percentile Median percentile percentile Median percentile
100% local FFS 1.00 $0 $0 $0 -$202 -$38 $82
Average of bids and FFS 0.98 -14 3 49 -138 -26 66
Lesser of average bid and local FFS 0.93 0 17 149 =51 13 98

Note:  FFS (feefor-service), MA (Medicare Advantage). Payments to plans for their Medicare Part A and Part B cost equals the federal contribution plus a beneficiary
premium. Under these scenarios where we assume plan bids do not change and beneficiaries remain enrolled in their original plans or Medicare FFS, a change in
the federal contribution would produce an equal and opposite change in the beneficiary premium. This table illustrates the premium changes from current law that
would result from calculating the federal contributions under these scenarios. Our analysis assumes no behavioral responses from plans and beneficiaries. Federal
contribution excludes quality bonus payments to plans. All beneficiaries are assumed to continue to pay their Part B premium.

Source: MedPAC analysis of Medicare Advantage plan bids for 2013.
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month. In general, if the federal contribution is set at the
local FFS spending, enrolling in a private plan would be a
lower cost option for beneficiaries, on average, assuming
the current level of bids from private plans. However, this
relationship would vary across the country. Ten percent of
plan enrollees would see premium rebates of at least $202
a month, while 10 percent of plan enrollees would see
premium increases of at least $82 month, assuming none
switched plans.

Under the second option, the overall federal contribution

is slightly lower, at $769 per month compared with $781
under the first option. As a result, 10 percent of current
FFS beneficiaries would receive premium rebates of at
least $14 a month, and 10 percent would pay premium
increases of $49 per month or more. Ten percent of current
plan enrollees would receive premium rebates of at least
$138 a month, and 10 percent of enrollees would see
additional premiums of at least $66 a month if they chose
to remain in their current plan.

Under the third option, in which the overall federal
contribution is $726 a month, most FFS beneficiaries and
plan enrollees would pay additional premiums—$17 or
more per month for half of FFS beneficiaries and $13

or more per month for half of plan enrollees. Finally, 10
percent of current plan enrollees would see their premiums
decrease by at least $51 a month, and 10 percent of plan
enrollees would see their premiums increase by at least
$98 a month if they did not switch plans.

Issues related to low-income
beneficiaries

Currently, low-income beneficiaries receive financial
assistance in paying for their Medicare premiums and cost
sharing for Medicare-covered services. Most beneficiaries
with incomes no greater than 100 percent of the federal
poverty level and with assets no greater than $2,000 for
individuals ($3,000 for couples) are also entitled to full
Medicaid benefits in their state.” Under the current system,
federal and state governments share the cost of subsidizing
financial assistance for Medicare—-Medicaid dually eligible
beneficiaries.'? It is likely that current rules governing
such additional subsidies and benefits for low-income
beneficiaries will need to be modified under a CPC
approach. We discuss two specific issues.

The current standard Part B premium, which Medicaid
programs pay on behalf of certain low-income individuals,

is a uniform national amount. If some CPC designs result
in a Part B premium that would vary across geographic
areas, federal and state expenditures for dually eligible
beneficiaries and other low-income beneficiaries could
change significantly, raising expenditures in some areas
and lowering them in other areas. Total expenditures in a
given state may be very different from current expenditure
levels.

Another issue—the treatment of Medicare cost sharing—
arises in MA today and has a potential effect under CPC.
For dually eligible beneficiaries receiving assistance with
Medicare cost sharing, providers receive Medicare’s
standard program payment for the service, but payment
of cost-sharing amounts (such as Medicare’s 20 percent
coinsurance for physician services) is the responsibility
of the Medicaid program. This is true currently under
both MA and FFS Medicare. Providers are not permitted
to bill dually eligible beneficiaries for such cost sharing.
However, most states pay less than the amount of cost
sharing allowed under Medicare. States can choose to
limit their cost-sharing liability to the difference between
the Medicare allowed amount and the Medicaid payment
rate for a given service. For example, if a physician bills
$100 for an office visit, and Medicare pays $80 with $20
allowed as cost sharing, a state will not pay the $20 on
behalf of a dually eligible beneficiary if the state Medicaid
payment rate for the physician office visit is $80 or less.
If the state Medicaid rate is $90, the state will reduce its
payment of Medicare cost sharing to $10. Dually eligible
beneficiaries enrolled in MA plans are subject to the
same cost-sharing rules the state applies to FFS Medicare
beneficiaries in the state.

The policies on Medicare cost sharing for low-income
beneficiaries can affect the bidding process under a CPC
model and the ability of plans to establish adequate
networks. Plans with a large proportion of dually eligible
enrollees may have higher bids than plans with fewer
dually eligible beneficiaries because providers may be less
willing to accept dually eligible beneficiaries if the state
refuses to pay the cost sharing. Consider the following
example of two plans. Plan 1 has no dual-eligible
enrollment and pays its physicians $100 per office visit,
consisting of $80 from the plan and $20 in beneficiary cost
sharing. In contrast, Plan 2 has 100 percent dual-eligible
enrollment and has physicians receiving a total of $80

per office visit because no cost sharing can be collected.
Each plan’s bid for the Medicare Part A and Part B benefit
package shows physician office visits costing the plan
$80—in the same way that the Medicare FFS plan “bid”
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would have program payments of $80 for office visits.

In a state that does not pay Medicare cost sharing above
Medicaid payment levels, the physicians in Plan 2 may
demand total revenue of $100 per office visit from the
plan. Consequently, Plan 2 would then have to increase
its bid to take into account the $100 per office visit it
must pay physicians. Anecdotal evidence suggests that
MA plan providers that currently have a large influx of
new dually eligible beneficiaries are concerned about the
reduced revenue.

To the extent that low-income beneficiaries will receive
full subsidies only if they enroll in the lowest cost plans—
or, as in Part D, are assigned to such plans with a choice
to opt out—plan capacity is also an issue. The lowest cost
plans may not be able to accommodate all low-income
beneficiaries in an area, and they also may not wish to
have an enrollment consisting exclusively or primarily of
low-income beneficiaries. Moreover, if the composition of
the lowest cost plans in an area changes from year to year,
care transitions are an issue as low-income beneficiaries
move back and forth between FFS and a private plan or
among private plans. Part D has specific rules governing
transitions, but transitions with a drug benefit are probably
more manageable than transitions in medical care for a
population that includes sicker beneficiaries with high
levels of service use.

How a CPC model for Medicare benefits can interact
with Medicaid benefits for dually eligible beneficiaries
presents a particularly thorny issue. Some have
suggested that Medicare Part D provides an example for
incorporating Medicaid benefits under a CPC model.
(Part D involved federalizing some part of the Medicaid
benefit and “clawing back” financing from the states.)
However, managing a drug benefit is much simpler and
more straightforward than managing a medical benefit,
which has more intrinsic variation. Moreover, there are
a number of complicated issues related to the dually
eligible population. It is a very heterogeneous population,
and many of the beneficiaries are either physically or
cognitively limited in significant ways. Such issues raise
concerns that plans may not have the initial capacity to
serve these unique populations. Consequently, a CPC
approach that is primarily an insurance model does not
address the medical care needs and social service issues
for dually eligible beneficiaries. Those issues are very
different from the issues related to integrating the dual-
eligible population in the Part D program.

This chapter represents the Commission’s initial
exploration of a CPC approach and is not intended to be a
definitive or comprehensive discussion. Instead, we have
focused on a few first-order questions and issues that must
be addressed in designing a CPC model to understand
their implications for beneficiaries, private plans, and the
Medicare program.

As a result, important additional issues are not discussed
in this chapter. Our analysis of plan bids and availability

is based on current MA plan bids because they represent
the best available measure of the total cost of providing the
Medicare benefit through private plans. However, those
bids might be an unreliable proxy for how plans would
actually bid in a CPC model because its design is likely

to differ from the current MA program. For example,
under competitive bidding, private plans are likely to
make different decisions regarding whether to enter or exit
a particular market, how much to bid, and what benefit
designs to offer.

We also did not address in this chapter how beneficiaries’
choice of plans for Medicare coverage might change

in a CPC model. Our analysis of beneficiary premium
impacts suggests that any changes in the calculation of the
federal contribution can affect beneficiaries financially.
How beneficiaries respond to those changes by switching
among plans and what factors affect their decisions are
important issues. For example, beneficiaries’ sensitivity
to changes in premiums and their ability to meaningfully
trade off premiums and other aspects of the benefit
package can have important implications for their choice
of plans and for the Medicare program.

Finally, under a CPC approach, decisions by private plans
and beneficiaries may change or evolve over time. If

they fluctuate from one year to the next, then the federal
contribution amount, beneficiary premiums, and program
spending could also fluctuate. Whether to moderate such
fluctuations—or more generally, how to manage those
changes over time—is an additional issue to consider. B
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Endnotes

Despite their desire, beneficiaries may not be very good at
“optimizing” their choices. Expected need for health care is
quite unpredictable, and decision making under uncertainty
is difficult. Moreover, beneficiaries’ ability to choose can
diminish if they have too many choices. The psychological
and economic literature on decision making suggests that the
benefit of additional choices follows an inverted-U shape:
Neither too few nor too many choices is ideal.

When MA plans bid on the standard Part A and Part B benefit
package, the statute specifies that a standard level of cost
sharing for covered services assumed in the bid is equal to
Medicare FFS cost sharing. In addition, a separate statutory
provision limits the actual cost sharing that beneficiaries
would have to pay in a plan to no more than the actuarial
value of Medicare FFS cost sharing. Although MA plan bids
are determined based on Medicare FFS cost-sharing levels,
MA plans have significant leeway in determining how cost
sharing will work in a plan. For example, while FFS Medicare
has coinsurance for physician services, MA plans typically
charge fixed copayments.

This is directionally consistent with a study by Song et al.
(2012), which used a similar regression model. However,

the Song study’s coefficient on the benchmark variable

was 0.49, almost double the coefficient in this study. The
difference could be that our regression model included service
use as a covariate rather than using Medicare spending as a
covariate as Song did. When we dropped service use from

the regression, our coefficient rose to 0.49, matching that in
the Song et al. study. The correlation between service use and
the benchmark relative to FES is —0.52, which explains the
sensitivity of the model to the inclusion or the exclusion of the
variable.

Certainly, the opposite may also be true. In some areas,

FFS Medicare might be the high-cost option compared with
options offered by private plans, and including FFS Medicare
could increase program spending. One design solution

to overcome this problem is to set the maximum federal
contribution equal to FFS spending in a given area. This
approach is discussed further later in the chapter.

Under the MA program, private plans submit a bid to cover
the Part A and Part B benefit for a beneficiary of average
health status in counties they want to serve. The bid is the
dollar amount of revenue that the plan estimates it needs to

10

provide the benefit and includes plan administrative cost

and profit. The plan’s actual payment rate, however, is only
partly determined by the bid: It also takes into account the
relationship between the bid and the local MA benchmark and
adjusts for enrolled beneficiaries’ demographics and health
risk characteristics. It should be noted that for regional PPOs,
their benchmarks are a blend of the MA county benchmarks
and regional PPO bids.

As of 2005, for the market areas, we are using core-based
statistical areas, which is a collective term for metropolitan
(50,000 or more in population) and micropolitan (10,000 to
49,999 in population) areas. Each area consists of one or more
counties and includes the counties containing the core urban
area as well as any adjacent counties that have a high degree
of social and economic integration with the urban core as
measured by commuting to work.

Health service areas are defined by the National Center for
Health Statistics and consist of collections of counties where
most of the short-term hospital care received by beneficiaries
living in those counties occurs in hospitals in the same
collection of counties.

Out of the 1,229 total, our analysis excluded 167 payment
areas because we had no MA bids for those areas that met
our criteria. The excluded areas contain about 2 percent of
Medicare beneficiaries.

Fully dually eligible beneficiaries are entitled to Medicaid
services not covered by Medicare. Such services include long-
term care services and supports, behavioral health services,
vision and dental care, and other wraparound services.
Additionally, Medicare Savings Programs help beneficiaries
with limited incomes pay for Medicare premiums and cost
sharing. Beneficiaries with incomes up to 100 percent of the
federal poverty level who meet their state’s resource limits
can enroll in the qualified Medicare beneficiary program with
Medicaid covering their Part B premium and cost sharing,

and beneficiaries with incomes below 135 percent of the
poverty level can have their Part B premium covered under the
specified low-income beneficiary or the qualifying individual
program. See Chapter 6 of this report for more details on
different categories of dually eligible beneficiaries.

Under the qualifying individual program, financial assistance
is entirely federally funded.
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Medicare payment
differences across
ambulatory settings

Chapter summary

Medicare’s payment rates often vary for the same ambulatory services
provided to similar patients in different settings, such as physicians’ offices
or hospital outpatient departments (OPDs). For example, in 2013, Medicare
pays 141 percent more for a level II echocardiogram in an OPD than in a
freestanding physician’s office. These variations raise questions about how
Medicare should pay for the same service when it is delivered in different

settings.

If the same service can be safely provided in different settings, a prudent
purchaser should not pay more for that service in one setting than in another.
Payment variations across settings may encourage arrangements among
providers that result in care being provided in higher paid settings, thereby
increasing total Medicare spending and beneficiary cost sharing. In general,
the Commission maintains that Medicare should base payment rates on the
resources needed to treat patients in the most efficient setting, adjusting for
differences in patient severity to the extent that severity differences affect

costs.

Payment variations across settings urgently need to be addressed because
many services have been migrating from physicians’ offices to the usually
higher paid OPD setting, as hospital employment of physicians has grown.
This shift toward OPDs has resulted in higher program spending and
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beneficiary cost sharing without significant changes in patient care. From 2010 to
2011, for example, the share of evaluation and management (E&M) office visits
provided in OPDs increased by 9 percent, the share of echocardiograms provided

in OPDs increased by 15 percent, and the share of nuclear cardiology tests in OPDs
increased by 22 percent. If these three types of services continue to migrate to
OPDs at the same annual rate from 2011 to 2021, Medicare spending would be $2.3
billion higher per year by 2021, and beneficiary cost sharing would be $590 million
higher per year.

One way to address payment variations between physicians’ offices and OPDs is
to reduce payment rates in the outpatient prospective payment system (OPPS) so
that payments are equal whether a service is provided in a freestanding physician’s
practice or in an OPD. However, for many services, equal payment rates would not
account for some important differences between physicians’ offices and OPDs that
can lead to higher costs in OPDs. First, hospitals incur costs to maintain standby
capacity for handling emergencies and to comply with additional regulatory
requirements. Second, patient severity may be greater in OPDs, and it may cost
more to treat sicker patients. Third, the OPPS is more likely than the fee schedule
for physicians and other health professionals, also known as the physician fee
schedule (PFS), to combine the cost of a primary service (such as a procedure)
with ancillary services and supplies into a single payment. The PFS tends to pay
separately for each component of a service. This difference in the packaging of
services must be considered when comparing payment rates between settings. In
our March 2012 report, we focused on nonemergency E&M office visits because
they are largely unaffected by these differences between OPDs and freestanding
offices. The Commission recommended that payment rates be equal whether an

E&M office visit is provided in an OPD or in a freestanding office.

In this chapter, we examine other ambulatory services frequently performed in
freestanding offices or ambulatory surgical centers (ASCs) that receive higher
Medicare payments in OPDs. Although we explore options for reducing variations
in payment rates across settings, we do not recommend payment changes in this
chapter. We identified 66 groups of services provided in OPDs and freestanding
offices that meet the Commission’s principles for aligning payment rates across
settings. Within each group, the services are frequently performed in physicians’
offices, which indicates that they are likely safe and appropriate to provide in a
freestanding office and that PFS payment rates are adequate to ensure beneficiaries’
access; are infrequently provided with an emergency department (ED) visit when
furnished in an OPD (such services are unlikely to have costs that are directly

associated with operating an ED); have average patient severity that is no greater in
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OPDs than in freestanding offices; and do not include 90-day global surgical codes.

We divided these services into two categories:

e Group 1 includes services for which payment rates could be the same whether
they are provided in a freestanding office or in an OPD (because the level of
packaging across payment systems is similar).

e Group 2 includes services for which the gap in payment rates between OPDs
and freestanding offices could be narrowed but for which the OPD rate should

remain higher to account for the higher level of packaging in the OPPS.

Changing OPD payment rates for the services in Group 1 and Group 2 would
reduce program spending and beneficiary cost sharing by $900 million in one year.
Cost-sharing savings would range from $140 million to $380 million, depending
on how OPPS copayments are determined. On average, hospitals’ overall Medicare

revenue would decline by 0.6 percent, and OPD revenue would fall by 2.7 percent.

An alternative policy would focus on aligning payment rates between OPDs and
freestanding offices only for cardiac imaging services in Group 1 and Group 2—
namely, echocardiography and cardiac nuclear tests. These services have been
migrating rapidly from freestanding offices to OPDs as hospital employment of
cardiologists has grown. In addition, payment rates are much higher when these
services are provided in OPDs rather than offices. Reducing OPD payment rates for
these cardiac imaging services would reduce program spending and beneficiary cost
sharing by $500 million in one year, with reduced cost sharing accounting for about
$100 million. On average, hospitals’ overall Medicare revenue would decline by 0.3

percent, and OPD revenue would fall by 1.5 percent.

We also explored a policy that would equalize payment rates between OPDs and
ASCs for certain ambulatory surgical procedures. Medicare currently pays 78
percent more in OPDs than in ASCs for the same procedure, and this payment

gap has increased over time, influencing some ASC owners to sell their facilities

to hospitals. We identified 12 groups of services that are commonly performed in
ASCs for which the OPD payment rates could be reduced to the ASC level. These
services are infrequently provided with an ED visit when furnished in an OPD

and have average patient severity that is no greater in OPDs than in ASCs. This
policy would reduce Medicare program spending and beneficiary cost sharing by
about $590 million per year. Cost-sharing savings would range from $40 million to
$220 million, depending on how OPPS copayments are determined. On average,
hospitals’ overall Medicare revenue would decline by 0.4 percent, and OPD revenue

would fall by 1.7 percent.
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We are concerned about the impact of the policies discussed in this chapter on
hospitals that provide ambulatory physician services to a disproportionate share of
low-income patients, who may be more likely than other patients to use an OPD as
their usual source of care. Because large reductions in Medicare revenue for these
hospitals could adversely affect access to physicians’ services for these patients, we
consider a stop-loss policy that would limit the loss of Medicare revenue for these

hospitals. B
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How should Medicare pay for the

same ambulatory services in different
seftings?

Medicare’s payment rates often vary for the same
ambulatory services provided to similar patients in
different settings, such as physicians’ offices, hospital
outpatient departments (OPDs), and ambulatory surgical
centers (ASCs). CMS sets payment rates for physician
and other practitioner services in the fee schedule for
physicians and other health professionals, also known

as the physician fee schedule (PFS); payment rates for
most OPD services in the outpatient prospective payment
system (OPPS); and payment rates for ASC services in
the ASC payment system. For services provided in OPDs
or ASCs, Medicare makes two payments: one for the
physician’s professional fee under the PES and one for the
OPD or ASC facility fee under the OPPS or ASC payment
system (see text box, p. 32).

As an example of payment differences, in 2013, Medicare
pays 141 percent more in an OPD than in a freestanding
physician’s office for a level II echocardiogram (counting
the professional fee and facility fee). In addition, in

2013, Medicare pays 70 percent more in an OPD than

in a freestanding office for a 15-minute evaluation

and management (E&M) office visit.' These types of
variations raise questions about how Medicare should
pay for the same service when it is delivered in different
settings.

The Commission’s position is that Medicare should
ensure that patients have access to settings that provide
the appropriate level of care. From this perspective, if
the same service can be safely provided in different
settings, a prudent purchaser should not pay more for
that service in one setting than in another. However,
these payment differences between settings may cause
Medicare and beneficiaries to pay more than necessary
and may encourage arrangements among providers

that result in more care being provided in higher paid
settings. Therefore, in its fee-for-service payment systems,
Medicare should strive to base payment rates on the
resources needed to treat patients in the most efficient
(i.e., highest quality, lowest cost) setting, adjusting for
differences in patient severity to the extent that severity
differences affect costs. In the absence of comparable
data on providers’ costs and quality across settings,
Medicare should base payment rates on the setting where
beneficiaries have adequate access to care at the lowest

cost to the program and beneficiaries. Based on these
principles, the Commission recommended in 2012 that
Medicare reduce payment rates for E&M office visits
provided in OPDs so that total payment rates would be
equal whether these visits were provided in an OPD or
in a freestanding physician’s office (Medicare Payment
Advisory Commission 2012c).

The goals of this chapter are to:

*  move beyond E&M services and explore opportunities
to align payment rates across settings for additional
services that receive higher payments in OPDs than in
other ambulatory settings;

* examine the impact of potential payment changes
on Medicare spending, beneficiary cost sharing, and
hospital revenue; and

* elicit feedback from the public on potential policy
changes.

Although we explore options for reducing variations in
payment rates across settings, we do not recommend
payment changes in this chapter. We describe 66 groups
of services provided in OPDs and physicians’ offices that
meet the Commission’s principles for aligning payment
rates across settings. Next we focus on a subset of the 66
groups: 3 groups of cardiac imaging services that have
been migrating rapidly from freestanding offices to OPDs.
Finally, we explore a policy that would equalize payment
rates for certain ambulatory surgical procedures between
OPDs and ASCs.

Some stakeholders have argued that Medicare should pay
higher rates for all services provided in OPDs because the
additional payments subsidize hospital standby capacity,
access to care for low-income patients, efforts to improve
care coordination, and community outreach. However,
building indirect subsidies for these activities into the
payment rates for all services does not directly target
resources to these activities and can distort prices, which
could have unintended consequences. For example,
paying much more for cardiac tests in OPDs than in
freestanding offices may encourage hospitals to purchase
cardiology practices and shift cardiac testing to the OPD
setting (see discussion, p. 33). In addition, paying higher
rates for services provided in OPDs is an inefficient

way to reward hospitals for improving care (such as
reducing readmissions) because it does not distinguish
between hospitals that improve care and reduce spending
and those that do not. Although some of the hospitals
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How Medicare pays for services in physicians’ offices and hospital

outpatient departments

ervices covered under the fee schedule for

physicians and other health professionals, also

known as the physician fee schedule (PFS), have
two payment rates: one for when the physician provides
the service in his or her office (the nonfacility rate) and
another for when the physician provides the service
in a facility such as a hospital outpatient department
(OPD), other provider-based entity, or ambulatory
surgical center (the facility rate).> An outpatient facility
that has provider-based status is considered part of
a hospital, and provider-based status is available for
hospital-owned entities that meet certain rules, such
as being located on the hospital campus or off campus
but within 35 miles of the hospital campus. In general,
the nonfacility rate is higher than the facility rate in the
PFS because physicians’ practice costs are higher when
physicians provide care in their offices instead of in
facilities because they have to cover their direct costs
(e.g., equipment, supplies, and staff) and have higher
overhead costs.

When a service is provided in a physician’s office,
there is a single payment for the service. However,
when a service is provided in a facility, Medicare
makes a payment to the facility in addition to the
payment to the physician. For example, if a 15-minute
evaluation and management office visit for an
established patient (Current Procedural Terminology
code 99213) is provided in a freestanding physician’s
office, the program pays the physician 80 percent of
the nonfacility payment rate from the PFS and the
beneficiary is responsible for the remaining 20 percent.
In 2013, the PFS nonfacility rate for this service is
$72.50; the program pays $58.00 and the patient is
responsible for $14.50 (Table 2-1). If the same service
is provided in an OPD, the program pays 80 percent of
the PFS facility rate and 80 percent of the rate from the
outpatient prospective payment system and the patient
is responsible for 20 percent of both rates.® The PFS
facility rate in 2013 is $49.70, and the OPPS payment
is $73.68, for a total payment of $123.38. The program
pays $98.70 and the patient is responsible for $24.68. B

Service provided

Medicare and beneficiaries pay more for a 15-minute E&M office visit
provided in an OPD than in a freestanding physician’s office, 2013

Service provided in OPD

in freestanding Physician OPPS Total,

physician practice* facility rate* rate OPD rate
Program payment $58.00 $39.76 $58.94 $98.70
Beneficiary cost sharing 14.50 9.94 14.74 24.68
Total payment 72.50 49.70 73.68 123.38

Terminology code for this visit is 99213.
*Paid under the Medicare physician fee schedule.

Note:  E&M (evaluation and management), OPD (hospital outpatient department), OPPS (outpatient prospective payment system). The Current Procedural

Source: MedPAC analysis of payment rates in the 2013 physician fee schedule and OPPS.

that benefit from the higher rates that Medicare pays for
services delivered in OPDs relative to freestanding offices
have lower Medicare spending per episode of care, others
have higher spending per episode (see text box, pp. 34—
35). Medicare should directly reward those hospitals that
improve care and reduce utilization.

With regard to hospital costs that are associated with
community benefits but are hard to quantify, such as the

cost of standby capacity, these costs should be considered
as part of the Commission’s annual assessment of payment
adequacy. Each year in our March report, we examine
whether aggregate Medicare payments to hospitals are
adequate to cover the costs efficient hospitals incur
(Medicare Payment Advisory Commission 2013). We also
consider beneficiaries” access to care, hospitals’ access to
capital, and changes in the quality of care.
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ambulato
performed in OPDs,

E&M office visits and cardiac imaging services migrated from
freestanding offices to OPDs, where payment rates are higher

Per beneficiary volume growth,

Share of 2010-2011

services

Type of service 2011 Freestanding office OPD
E&M office visits (CPT codes 99201-99215) 9.7% -0.2% 7.8%
Echocardiograms without contrast (APCs 269, 270, 697) 29.6 -6.3 17.6
Nuclear cardiology (APCs 377, 398) 33.0 -12.0 13.6

Note:  E&M (evaluation and management), OPD (hospital outpatient department), CPT (Current Procedural Terminology), APC (ambulatory payment classification).

Source: MedPAC analysis of Standard Analytic Claims Files from 2010 and 2011.

Payment variations across settings urgently need to be
addressed because many ambulatory services have been
migrating from physicians’ offices to the usually higher
paid OPD setting, as hospital employment of physicians
has increased. According to data from the American
Hospital Association annual survey of hospitals, the
number of physicians and dentists employed by hospitals
was relatively constant from 1998 to 2003 but grew by
55 percent from 2003 to 2011.* A survey conducted by
the American College of Cardiologists found that the
share of cardiologists who are employed by hospitals
tripled between 2007 and 2012, from 11 percent to 35
percent (American College of Cardiology 2012). During
that period, the proportion of cardiologists who work
for physician-owned practices fell from 59 percent to

36 percent.’ In addition, in most of the 12 health care
markets examined by the Center for Studying Health
System Change, hospitals have increased the number of
employed physicians over the last 3 years (Berenson et
al. 2012).

Many factors have been cited for the trend toward greater
physician employment by hospitals:

*  Physicians face rising costs to operate a private
practice, including new technology such as electronic
health records and the administrative costs of dealing
with separate insurers (O’Malley et al. 2011).

*  Many physicians desire a different work-life balance
and more lifestyle flexibility than has been typical in
the past (Kocher and Sahni 2011).

*  Hospitals often choose to employ physicians to ensure
a stable stream of tests, admissions, and referrals

to specialists. They are also interested in acquiring
physician practices to prepare for new payment
models such as accountable care organizations, which
are integrated systems that take responsibility for
controlling spending and improving quality.

*  Medicare and many private insurers pay higher
rates for many services provided in OPDs relative to
physicians’ offices (Ginsburg 2011, Jain 2012, Kocher
and Sahni 2011, O’Malley et al. 2011).

As more physicians become employed by hospitals,
service billing is shifting from freestanding physicians’
offices to OPDs. Among E&M office visits,
echocardiograms, and nuclear cardiology, for example,
the volume of services decreased in freestanding offices
and increased in OPDs from 2010 to 2011 (Table 2-2).

Because most services receive higher payment rates

when provided in OPDs than in freestanding offices, the
migration of services to OPDs results in higher program
spending and beneficiary cost sharing without significant
changes in patient care. In many cases, a physician’s
practice that is purchased by a hospital stays in the same
location and treats the same patients (Dutton 2012,
Mathews 2012, Schulte 2012). Nevertheless, if the hospital
converts a practice to an OPD and begins billing under the
OPPS, Medicare and beneficiaries pay more for the same
services. The growth in hospital employment of physicians
and the associated increase in payment rates also affect
private plans and their enrollees (see text box, p. 36).

From 2010 to 2011, the share of E&M office visits
provided in the OPDs of OPPS hospitals increased by 9
percent. If this annual rate of increase continues from 2011
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The relationship between higher hospital outpatient department payment rates

and Medicare spending per episode is weak

provided in hospital outpatient departments

(OPDs) instead of in freestanding offices, care
is better integrated and coordinated, lowering spending
per episode of care. According to this argument, the
higher rates that Medicare pays for services delivered
in OPDs relative to freestanding offices are more than
offset by the savings from fewer services delivered
during an episode. An alternative hypothesis is that
the higher payment rates for OPDs are associated with
higher spending per episode. To examine this issue, we
analyzed the relationship between hospitals’ Medicare
spending per episode and the share of hospitals’
Medicare revenue that comes from higher OPD payment
rates for evaluation and management (E&M) office visits
and the services in 66 ambulatory payment classification
(APC) groups (these 66 APCs are discussed on pp. 37—
40). We found a weak negative correlation between the
share of revenue hospitals gain from higher OPD rates
and 30-day episode spending (Figure 2-1).

S ome stakeholders claim that when services are

Each hospital in Figure 2-1 is represented as a distinct
data point. The horizontal axis in Figure 2-1 displays
each hospital’s 30-day episode spending relative to the
median hospital. We obtained this information from
CMS’s Medicare Spending Per Beneficiary (MSPB)
measure, which evaluates hospitals’ efficiency relative
to the efficiency of the median hospital (Centers for
Medicare & Medicaid Services 2012). The MSPB
measure is based on Medicare payments for services
performed by hospitals and other providers during

an episode, which comprises the period immediately
before, during, and 30 days after a patient’s hospital stay.
Hospitals with a score greater than one are less efficient
than average and hospitals with a score less than one are
more efficient than average. The vertical axis in Figure

2-1 displays the share of hospitals’ overall Medicare
revenue that comes from the difference between
payment rates for E&M office visits and 66 APCs in
OPDs and freestanding offices.

If hospitals that benefit more from higher OPD payments
for these services had lower spending per episode, the
data points would cluster tightly around a downward-
sloping line, indicating that a large share of the variation
in episode spending is explained by the share of
hospitals’ Medicare revenue that comes from the higher
payment rates for services delivered in OPDs relative to
freestanding offices. Conversely, if hospitals that benefit
more from higher OPD payments had higher spending
per episode, the data points would cluster tightly around
an upward-sloping line. However, the data points are
largely random. We performed a regression that used
relative spending per episode as the dependent variable
and the share of hospitals’ Medicare revenue that comes
from the difference between payment rates for E&M
visits and 66 APCs in OPDs and freestanding offices

as the explanatory variable. This regression produced

a coefficient on the explanatory variable that was
statistically significant but small: A 1 percentage point
increase in a hospital’s share of overall Medicare revenue
that comes from higher payment rates for these services
results in a decline in the MSPB efficiency measure

of 0.01 (a decline in MSPB indicates an improvement
in efficiency). In addition, this regression had an R? (a
measure of statistical correlation) of 0.05, indicating a
weak relationship between higher OPD payments and
spending per episode. One factor that could explain
why the relationship is weak is that the MSPB measure
is primarily composed of spending for inpatient and
post-acute care services rather than ambulatory care
services. In summary, it appears that hospitals that
receive a relatively high share of revenue from the higher

(continued next page)

to 2021, 20 percent of E&M visits would be provided

in OPDs in 2021. Such a shift would increase Medicare
spending by $1.2 billion per year and beneficiary cost
sharing by $300 million per year (assuming 2013 payment
rates). From 2010 to 2011, the share of echocardiograms
provided in OPDs increased by about 15 percent, and

the share of nuclear cardiology tests provided in OPDs
increased by about 22 percent.’ If these annual rates of
increase continue from 2011 to 2021, virtually all of
these services in ambulatory settings would be provided
in OPDs.” Assuming 2013 payment rates for the OPPS
and PFS, this shift would increase Medicare spending by
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The relationship between higher hospital outpatient department payment rates

and Medicare spending per episode is weak (cont.)

Weak correlation between revenue gains from
higher OPD rates and 30-day episode spending
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30-day episode spending (risk adjusted) relative to the median hospital

Note:  OPD (hospital outpatient department). Each hospital is represented as a distinct data point. The horizontal axis displays hospitals’ risk-adjusted Medicare
spending for a 30-day episode relative to the median hospital. This information is from CMS’s Medicare Spending Per Beneficiary Measure (MSPB), which
evaluates hospitals’ efficiency relative to the efficiency of the median hospital. The vertical axis displays the percent of hospitals’ overall Medicare revenue
that comes from the difference between OPD and physician office payment rates for services in Group 1 and Group 2 and evaluation and management
office visits. See online-only Appendix 2-A, available at http://www.medpac.gov, for a list of services in Group 1 and Group 2.

Source: MedPAC analysis of 100 percent Standard Analytic Claims Files from 2010 and CMS’s MSPB for 2011

rates for certain OPD services are only marginally are efficient—is not a good use of Medicare’s limited
more efficient, on average. Even if these hospitals were funds. A better alternative would be to directly reward
substantially more efficient, however, paying higher rates ~ hospitals that achieve lower spending per beneficiary for
for OPD services to all hospitals—whether or not they an episode of care. B

$1.1 billion per year and beneficiary cost sharing by $290 freestanding physician’s office or in an OPD. There are
million per year. precedents for this approach: Medicare pays the same
amount for outpatient therapy services, mammography
tests, dialysis services, and clinical lab tests regardless
of setting. However, important differences between

One way to address payment variations between
physicians’ offices and OPDs is to set payment rates so
that they are equal whether a service is provided in a




Growth of hospital employment of physicians leads to higher spending by private

plans and their enrollees

is leading to higher spending by private plans

outside of Medicare and higher cost sharing for
their enrollees (Alexander et al. 2012, Dutton 2012,
Kowalczyk 2013a, Kowalczyk 2013b, Mathews 2012).
In one example, a patient found that his insurance
plan paid $1,605 for an echocardiogram after his
cardiologist’s practice was acquired by a hospital
system—more than four times the amount paid by the
plan when the practice was independent (Mathews

The growth of hospital employment of physicians

2012). The patient’s share of the bill was about $1,000.
According to the patient, “Nothing had changed, it
was the same equipment, the same room.” In another
example, a patient who received a 20-minute exam in
a hospital-owned practice was charged a $500 facility
fee in addition to the physician’s $250 professional

fee (Kowalczyk 2013a). In some cases, private plans
have stopped paying the additional facility fee for
routine office visits provided in hospital-owned entities
(Kowalczyk 2013a, Ostrom 2012). m

physicians’ offices and OPDs can lead to higher costs in
OPDs for certain services:

*  Hospitals incur costs to maintain standby capacity
for handling emergencies. They are subject to the
Emergency Medical Treatment and Active Labor Act
of 1986 (EMTALA), which requires them to screen
and stabilize (or transfer) patients who believe they are
experiencing a medical emergency, regardless of their
ability to pay.3

» Patients who receive a given service in an OPD may
be more medically complex than patients who receive
the same type of service in a freestanding office; it
may require more time and resources to treat these
patients.

*  Hospitals face a unique set of licensing and
accreditation requirements that increase their cost
structure. Hospitals are required to meet conditions
of participation in the Medicare program, which
add to their costs; these conditions do not apply to
freestanding physicians’ offices. Hospitals also must
comply with more stringent building codes and life-
safety codes. In addition, an outpatient facility that
is considered part of a hospital must meet CMS’s
rules for provider-based status, such as maintaining
financial integration with the parent hospital. When a
hospital purchases a freestanding office and converts
it to an OPD to obtain higher payment rates, the
hospital may need to make changes to the office to
comply with these additional regulatory requirements.
These changes could increase the costs incurred by

the provider, Medicare, and beneficiaries without
evidence that patient care has improved.

*  The OPPS is more likely than the PFS to combine the
cost of primary services with ancillary services and
supplies into a single payment (this concept is called
packaging); the PFS tends to pay separately for each
item. Therefore, some portion of the higher OPPS
payment rates for many services reflects a greater
level of packaging.

Equalizing Medicare payment rates
across settings for E&M office visits

For our March 2012 report, we focused on E&M office
visits, which are similar across settings (Medicare
Payment Advisory Commission 2012c). These services are
indicated by Current Procedure Terminology (CPT) codes
99201 through 99215 and are included in ambulatory
payment classification (APC) groups 604 through 608. For
these services, it is reasonable to equalize payment rates in
physicians’ offices and OPDs because:

*  Hospitals do not need to maintain standby capacity
for E&M visits that are not provided in an emergency
department (ED), nor do the EMTALA requirements
to screen and stabilize patients presenting at EDs
affect the costs of furnishing E&M visits in OPDs.

» To alarge extent, differences in resource needs
because of patient complexity for these visits are
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reflected in their coding structure, which classifies
visits based on their length and complexity.’

*  The extent to which ancillary items are packaged with
E&M services is similar across the PFS and OPPS. On
the basis of our analysis of 10,000 OPD claims that
included an E&M visit, the cost of ancillary services
that were packaged with these visits when provided in
an OPD was about 2.5 percent of the visits’ total cost.
In other words, ancillaries add about $2 to the payment
rate of the average E&M visit provided in an OPD.

The Commission recommended that total payment rates
for an E&M visit provided in an OPD should be reduced
to the amount paid when the same visit is provided in

a freestanding office, which is the lower cost setting
(Medicare Payment Advisory Commission 2012c¢). To
equalize the total rates, the OPPS payment for an E&M
visit would be reduced so that it equals the difference
between the nonfacility practice expense (PE) amount
and the facility PE amount in the PFS (see online-only
Appendix 2-B, available at http://www.medpac.gov).

We estimated that this recommendation would reduce
hospitals’ overall Medicare revenue by 0.6 percent and
outpatient revenue by 2.8 percent, but the effect would
vary widely by type of hospital. For example, major
teaching hospitals would have the largest loss of overall
Medicare revenue (1.1 percent) and for-profit hospitals
would have the smallest loss (0.2 percent) (Medicare
Payment Advisory Commission 2012c¢). To allow time
for hospitals to adjust to the lower rates for E&M visits,
we recommended that this policy be phased in over three
years.

In developing this recommendation, we were concerned
that some hospitals that provide access to ambulatory
physician services for low-income patients might
experience significant reductions in Medicare revenue,
which could potentially reduce access for these

patients. Therefore, during the three-year phase in, we
recommended that revenue losses from this policy be
limited to 2 percent of overall Medicare revenue for
hospitals that serve a relatively large share of low-income
patients, defined as having a disproportionate share
(DSH) percentage that is at or above the median for all
hospitals (about 25.6 percent in 2010).'° In addition,

we recommended that the Secretary study whether
equalizing payment rates for E&M visits would impair
access for low-income patients to ambulatory physician
services. If the Secretary finds access problems, targeted
actions should be undertaken to protect access.

Aligning payment rates between OPDs
and physicians’ offices for other types of
ambulatory services

We have identified services beyond E&M office visits that
meet the Commission’s principles for aligning payment
rates between OPDs and freestanding offices. We classify
these services into two categories:

®  Group I includes services for which payment rates
could be equal across settings, and

®  Group 2 includes services for which the OPD rate
could be higher than the physician office rate but the
difference could be reduced from the current level (see
online-only Appendix 2-A, available at http://www.
medpac.gov, for the list of services in Group 1 and
Group 2).!!

Like the Commission’s recommendation to equalize
payment rates for E&M office visits across settings, a
policy of aligning payment rates between OPDs and
freestanding offices for additional services would not
apply to critical access hospitals (CAHs); hospitals in
Maryland; and hospitals outside the 50 states, the District
of Columbia, and Puerto Rico because these entities are
not paid under the OPPS.

Group 1: Services for which OPD and
physician office payment rates could be
equal

Group 1 includes services that meet the following five
criteria for equalizing payment rates between OPDs and
freestanding offices (E&M visits also meet these criteria):

e are frequently performed in physicians’ offices (more
than 50 percent of the time), indicating that they are
likely safe and appropriate to provide in a freestanding
physician’s office and the PFS payment rates for these
services are sufficient to ensure access to care;

* have minimal packaging differences across payment
systems (i.e., the payment rate includes a similar set of
services);

e are infrequently provided with an ED visit when
furnished in an OPD (such services are unlikely to
have costs that are directly associated with operating
an ED);

* have patient severity that is no greater in OPDs than in
freestanding offices; and

Report to the Congress: Medicare and the Health Care Delivery System | June 2013 37



» are not 90-day global surgical codes (CMS assumes
that physicians’ costs for these codes are higher
when performed in a hospital than in a freestanding
office).'?

To identify services that meet these criteria, we grouped
individual CPT codes into APCs because the OPPS uses
APCs to classify services for payment.' Each of the
criteria must be met at the APC level rather than at the
level of each CPT code that is included in an APC. For
example, we apply the criterion that at least 50 percent
of an APC’s volume must have been performed in
freestanding offices to the entire APC rather than to each
CPT code within the APC.

We used 2010 claims data for the following analyses:

*  For each APC, we determined the total volume of
services provided in OPDs and freestanding offices.
We then identified APCs for which at least 50 percent
of the total volume occurred in freestanding offices.'*

*  We classified APCs as having minimal packaging if
less than 5 percent of their OPD costs were related
to packaged ancillaries, such as drugs and minor
procedures. We used claims data from CMS to
compute the total cost incurred by OPDs to furnish the
services in each APC and the share of the total cost
related to packaged ancillaries.

*  For each APC, we determined how frequently services
provided in OPDs were billed on the same claim or
date of service as an ED visit. When an APC was
provided with an ED visit less than 10 percent of the
time, we assumed that the APC’s total costs were
minimally affected by the cost of operating an ED.
The EMTALA requirement for hospitals to screen and
stabilize patients who believe they are experiencing
an emergency should have a very small impact on the
cost of furnishing these APCs.

e For each APC, we calculated the share of volume
related to services with 90-day global surgical codes.
We excluded APCs from our analysis if 90-day global
codes accounted for at least 5 percent of their total
volume.

*  For each APC, we examined differences in patient
severity among patients treated in OPDs and
freestanding offices. We used risk scores from the
CMS-hierarchical condition categories (CMS-HCC)
risk-adjustment model used in Medicare Advantage
to measure patient severity. CMS—HCC risk scores

predict beneficiaries’ relative costliness based on
diagnoses from the prior year and demographic
information. Beneficiaries who have higher risk scores
are likely to be sicker and may require more time and
resources to treat. We calculated the mean risk score
for patients treated in OPDs and the mean risk score
for patients treated in physicians’ offices for each
APC. If the mean OPD risk score was not statistically
higher than the mean office risk score, we assumed
that the severity of patients who received that group of
services in OPDs was no greater than the severity of
patients treated in offices."

The limitation of using risk scores to estimate the relative
cost of providing a specific service across settings is that
the scores predict patients’ relative costliness across the
full range of health care services and do not necessarily
indicate that a patient who has a high risk score will

be more costly for a specific service. Despite these
limitations, we used CMS—HCC risk scores as a proxy for
patient severity because we do not have comparable cost
data for OPDs and freestanding offices that would allow
us to directly evaluate the impact of patient severity on
the cost of providing individual services. In recent work,
the Commission used CMS—-HCC risk scores to examine
variations in beneficiaries’ health status across OPDs and
ASCs (Medicare Payment Advisory Commission 2013).

We identified 24 APCs that met the 5 criteria for equal
payment rates between OPDs and freestanding offices.
The total payment for these APCs can be made equal
across settings if we replace the existing OPPS payment
rate with a rate that equals the difference between the
nonfacility PE rate and the facility PE rate in the PFS
(Table 2-3). We adjusted OPPS payment rates at the APC
level rather than the CPT level. Most APCs have more than
one CPT code, and all CPT codes in the same APC have
the same payment rate under the OPPS. In contrast, the
PFS has separate payment rates for each CPT code. When
we adjusted the OPPS payment rate for an APC, we used
a weighted average of the payment rates from the PFS for
the CPT codes in that APC. For a more detailed discussion
of our method of identifying services that met the criteria
for Group 1 and Group 2, and our method of aligning
payment rates between OPDs and freestanding offices

for Group 1 and Group 2, see online-only Appendix 2-B,
available at http://www.medpac.gov.

When a physician provides a service in a freestanding
office or in an OPD, the physician’s payment under the
PES has three components: physician work, PE, and
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Differences in payment rates for level Il echocardiogram
without contrast provided in physician’s office and OPD, 2013

Current payment rates
Service in physician’s office

Payment amount Calculation

Payment to physician $188.31 Work ($) + PLI ($) + nonfacility PE ($)
Service in OPD
Payment to physician $62.40 Work ($) + PLI ($) + facility PE ($)
Payment to hospital $390.49 OPPS rate ($)
Total payment $452.89
Policy that aligns rates across settings
Service in OPD
Payment to physician $62.40 Work ($) + PLI ($) + facility PE ($)
Payment to hospital $125.91 Nonfacility PE ($) - facility PE ($)
Total payment $188.31

Note:  OPD (hospital outpatient department), PLI (professional liability insurance), PE (practice expense), OPPS (outpatient prospective payment system). Payments include
both program spending and beneficiary cost sharing. The services in this table are in ambulatory payment classification (APC) 269. When the services in this
APC are provided in a physician’s office, the average payment amount for physician work is $44.31, the PLl amount is $1.72, and the nonfacility PE amount is
$142.28. When the services in this APC are provided in an OPD, the average payment amount for physician work is $44.31, the PLI amount is $1.72, and the
facility PE amount is $16.37.

Source: MedPAC analysis of physician fee schedule and OPPS payment rates for 2013.

professional liability insurance (PLI). The work and PLI
payments are the same regardless of setting. However, the
PE payment for a service provided in a freestanding office
(the nonfacility PE) is usually higher than the PE payment
for a service provided in an OPD (the facility PE). The
higher nonfacility PE payment reflects the cost of the
clinical staff, medical equipment, medical supplies, and
additional overhead incurred by the physician. Therefore,
the PFS payment is higher in a freestanding office than

in an OPD for most services. However, when a service

is provided in an OPD, Medicare makes an additional
payment to the hospital under the OPPS. In most cases,
the PFS payment for a service that is provided in a
freestanding office is lower than the combined OPD and
PFS payments for a service delivered in an OPD.

For example, when a level II echocardiogram without
contrast is provided in a freestanding office, the payment
to the physician equals physician work plus PLI plus
nonfacility PE, which totals $188.31 in 2013 (Table 2-3).
If the service is provided in an OPD, the total payment
equals the sum of the work, PLI, facility PE, and OPPS
payment for a total of $452.89. However, if the OPPS rate
is set equal to the difference between the nonfacility PE
rate and the facility PE rate, the OPPS rate would drop

to $125.91 and the total payment would fall to $188.31,
which is the same rate that is paid in a freestanding office.

Most of the APCs that met the criteria for Group 1 were
diagnostic tests, such as:

e level II echocardiogram without contrast (APC 269),

* level Il extended electroencephalography (EEG),
sleep, and cardiovascular studies (APC 209),

*  bone density: axial skeleton (APC 288), and
* level II neuropsychological testing (APC 382).

Some procedural APCs also met the criteria, such as level
II eye tests and treatments (APC 698). An example of a
service in APC 698 is extended visual field exams such as
Goldman visual fields, CPT code 92083.

Group 2: Services for which the gap
in payment rates between OPDs and
physicians’ offices could be reduced

Group 2 includes 42 APCs that have a significantly higher
level of packaging in the OPPS than in the PFS (the cost of
packaged ancillaries was more than 5 percent of their total
OPD cost) but met the other 4 criteria for equal payment
rates between OPDs and freestanding offices. Medicare
could allow the OPD payment rate for these services to
exceed the freestanding office rate by an amount equal

to the cost of the additional packaging in the OPPS.!® An
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TABLE
2-4

Differences in payment rates for level lll echocardiogram

without contrast provided in physician’s office and OPD, 2013

Payment amount

Calculation

Current payment rates
Service in physician’s office
Payment to physician

Service in OPD
Payment to physician
Payment to hospital
Total payment

$278.61 Work ($) + PLI ($) + nonfacility PE ($)
$94.82 Work ($) + PLI ($) + facility PE ($)

$558.66 OPPS rate ($)

$653.48

Policy that aligns rates across settings and adjusts for packaging

Service in OPD
Payment to physician
Payment to hospital for primary service
Payment to hospital for packaged services
Total payment

$94.82 Work ($) + PLI ($) + facility PE ($)
$183.79 Nonfacility PE ($) - facility PE ($)
$166.15
$444.76

Note:  OPD (hospital outpatient department), PLI (professional liability insurance), PE (practice expense), OPPS (outpatient prospective payment system). Payments include
both program spending and beneficiary cost sharing. The services in this table are in ambulatory payment classification (APC) 270. When the services in this APC
are provided in a physician’s office, the average payment amount for physician work is $68.95, the amount for PLI is $3.16, and the nonfacility PE amount is
$206.49. When the services in this APC are provided in an OPD, the average payment amount for physician work is $68.95, the amount for PLI is $3.16, and the

facility PE amount is $22.70.

Source: MedPAC analysis of physician fee schedule and OPPS payment rates for 2013.

example of an APC in Group 2 is level III echocardiogram
without contrast (APC 270), for which about 30 percent of
its OPD costs are related to packaged ancillaries, such as
pharmaceuticals, supplies, and related imaging services.
We calculated a revised OPD payment rate for this APC as
follows (Table 2-4). First, we computed a payment to the
hospital for the primary service that equals the difference
between the nonfacility PE rate and the facility PE rate

in the PFS ($183.79). Next, we added a payment to the
hospital to cover the cost of services that are packaged
under the OPPS ($166.15). Finally, we added the physician
payment ($94.82). The total hospital payment would be
$444.76 (instead of the current payment of $653.48).

APCs in Group 2 cover a broad spectrum, including:

*  minor procedures such as level I debridement and
destruction (APC 12),

* more advanced procedures such as small intestine
endoscopy (APC 142),

e advanced imaging such as cardiac computed
tomographic imaging (APC 383), and

e tests such as level IV pathology (APC 344).

Effects of equalizing or limiting differences in
payment rates between physicians’ offices
and OPDs

For APCs in Group 1, we estimated OPPS payment rates
that would result in equal total payment rates in offices and
OPDs. For APCs in Group 2, we estimated OPPS payment
rates that account for the cost of additional packaged
services in the OPPS but would otherwise produce equal
payments across settings. We modeled the effect of these
changes on program spending and beneficiary cost sharing
for each of the 66 APCs in Group 1 and Group 2. For
some APCs, the spending and cost sharing would decline
substantially; for others the decline would be small; and
for a few it would increase (when the OPD rate is currently
below the physician office rate) (Table 2-5). Changing
OPPS payment rates for APCs in Group 1 and Group 2
would, on net, reduce program spending and beneficiary
cost sharing by a total of $900 million in one year.

Impact on beneficiary cost sharing

Beneficiary cost-sharing savings would range from
$140 million to $380 million, depending on how OPPS
copayments are determined. When CMS adopted the
OPPS, beneficiary copayments for many OPD services
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Ten APCs with the largest reduction in program spending and beneficiary
cost sharing and 10 APCs with the largest increase in spending and cost sharing

due to reducing differences in payment rates across settings, 2012

APC APC description

Change in program spending and cost sharing

Total program spending

Cost sharing
(in millions)

(in millions)

10 APCs with largest reduction

269 Level Il echocardiogram without contrast -$308.5 -$61.7
207 Level lll nerve injections -170.3 -34.1
377 Level Il cardiac imaging -168.5 -33.7
209 Level Il extended EEG, sleep, and cardiovascular studies -55.5 0.0
204 Level | nerve injections -46.7 0.0
15 Level IIl debridement and destruction -45.9 9.2
440 Level V drug administration -31.1 -6.2
20 Level Il excision/biopsy -30.0 -6.0
74 Level IV endoscopy upper airway -28.1 0.0
160 Level | cystourethroscopy and other genitourinary procedures -25.6 =5.1
10 APCs with largest increase

126 Level | urinary and anal procedures 0.6 0.0
692 Level Ill electronic analysis of devices 0.6 0.1
678 External counterpulsation 0.7 0.1
1 Level | photochemotherapy 0.8 0.2
383 Cardiac computed tomographic imaging 0.9 0.2
300 Level | radiation therapy 2.0 0.4
288 Bone density: axial skeleton 6.1 0.0
96 Level Il noninvasive physiologic studies 9.3 0.0
344 Level IV pathology 39.1 0.0
412 IMRT treatment delivery 159.6 31.9

Note:  APC (ambulatory payment classification), EEG (electroencephalography), IMRT (intensity-modulated radiation therapy). We modeled cost-sharing changes based on
current law: Copayments for APCs that are currently higher than 20 percent of the total payment rate would stay the same even if the total payment rate declines.
APCs with copayments that equal 20 percent of the total payment rate would stay at 20 percent, but the copayment amount would be smaller if the total payment

rate declines.

Source: MedPAC analysis of 100 percent Standard Analytic Claims files from 2010. MedPAC analysis of payment rates in the 2010 physician fee schedule and outpatient
prospective payment system (OPPS) trended forward to 2012 using updates to the physician fee schedule and OPPS.

exceeded 20 percent of the total payment amount. The
statute mandated that copayments would be frozen over
time until they equaled 20 percent of the payment rate

for all services. Currently, some of the APCs in Group 1
and Group 2, such as APC 269 (level II echocardiogram
without contrast), have copayments that have reached the
20 percent level. However, other APCs, such as APC 209
(level 11 extended EEG, sleep, and cardiovascular studies),
have copayments that continue to exceed 20 percent of the
total payment amount.

One option is to set the copayment based on current law.
Copayments for APCs above the 20 percent threshold
would stay the same even when total payment rates
change. For example, APC 209 has a copayment of $269
in 2013, which is 33 percent of the total payment rate. The

copayment for this APC would remain $269, even when
the total payment rate declines. APCs with copayments
that have reached the 20 percent level would stay at 20
percent, but the copayment amount would be smaller if
the total payment rate declines. For example, APC 269 has
a copayment of $78 in 2013, which is 20 percent of the
payment rate. To equalize payment rates across settings for
this APC, the OPPS rate would decline from $390 to $126
and the copayment would decline to $25 (20 percent of
$126) (Table 2-6, p. 42). This approach would maximize
program savings; the Medicare program would save $760
million and beneficiaries would save $140 million in one
year.

A second option is to keep the cost-sharing percentage
constant for each APC after the total payment rate
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TABLE
2-6 lllustration of three options for setting OPPS copayment amounts
when payment rates are aligned for APC 269 and APC 209

APC 269 APC 209
Current OPPS payment rate $390 $806
Current copayment $78 $269
Copay as percent of payment rate 20% 33%
Adjusted payment rate $126 $528
Options for setting the copayment
(1) Under current law $25 $269
(2) Copay percent is constant $25 $176
(3) Copay is 20% of payment rate $25 $106

Note:  OPPS (outpatient prospective payment system), APC (ambulatory payment classification). APC 269 is level Il echocardiogram without contrast; APC 209 is level
Il extended electroencephalography, sleep, and cardiovascular studies. Current law requires that copayments stay at their current level if they are more than 20
percent of the payment rate. If copayments equal 20 percent of the payment rate, then they stay at 20 percent when the payment rate changes.

Source: MedPAC analysis of 2013 payment rates for APCs 269 and 209 under the OPPS.

TABLE
2-7 Reduction in overall Medicare revenue from aligning payment rates across settings
for selected ambulatory services (APCs in Groups 1 and 2 and E&M visits)
Percent loss of overall Medicare revenue
Group 1 and Group 2 Group 1 and Group 2, with E&M visits
Without stop-loss With stop-loss Without stop-loss With stop-loss
All hospitals 0.6% 0.6% 1.2% 1.0%
Percent loss in revenue at:
10th percentile 0.1 0.1 0.2 0.2
90th percentile 1.7 1.7 2.8 2.0
Urban 0.5 0.5 1.1 0.9
Rural 0.9 0.9 1.7 1.6
Nonprofit 0.6 0.6 1.1 1.0
For profit 0.5 0.5 0.8 0.7
Government 0.6 0.6 1.6 1.2
Maijor teaching 0.5 0.5 1.7 1.3
Other teaching 0.5 0.5 0.9 0.9
Nonteaching 0.6 0.6 1.1 1.0
DSH percentage
Below median 0.6 0.6 1.2 1.2
Above median 0.5 0.5 1.2 0.9
Number of beds
Less than 50 1.5 1.4 2.2 2.0
50-100 1.1 1.1 1.8 1.7
101-250 0.6 0.6 1.2 1.1
251-500 0.5 0.5 1.0 0.8
More than 500 0.4 0.4 1.1 0.9

Note:  APC (ambulatory payment classification), E&M (evaluation and management), DSH (disproportionate share). The APCs in Group 1 and Group 2 are listed in
online-only Appendix 2-A, available at http://www.medpac.gov.

Source: MedPAC analysis of 100 percent Standard Analytic Claims File from 2010 and hospital cost reports from 2010.
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TABLE
2-8 Reduction in Medicare outpatient revenue from aligning payment rates across
settings for selected ambulatory services (APCs in Groups 1 and 2 and E&M visits)

Percent loss of Medicare outpatient revenue

Group 1 and Group 2 Group 1 and Group 2, with E&M visits
Without stop-loss With stop-loss Without stop-loss With stop-loss

All hospitals 2.7% 2.6% 5.4% 4.8%
Percent loss in revenue at:

10th percentile 0.8 0.8 1.3 1.3

90th percentile 5.8 57 10.1 8.5
Urban 2.5 2.5 53 4.6
Rural 3.4 3.4 6.2 57
Nonprofit 2.6 2.6 54 4.9
For profit 2.7 2.7 3.7 3.6
Government 2.9 2.9 7.2 55
Maijor teaching 2.9 2.8 8.9 6.9
Other teaching 2.4 2.4 4.6 4.2
Nonteaching 2.8 2.7 4.6 4.2
DSH percentage

Below median 2.7 2.7 5.0 5.0

Above median 2.6 2.6 59 4.6

Number of beds
Less than 50
50-100
101-250
251-500
More than 500
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Note:  APC (ambulatory payment classification), E&M (evaluation and management), DSH (disproportionate share). The APCs in Group 1 and Group 2 are listed in
online-only Appendix 2-A, available at http://www.medpac.gov.

Source: MedPAC analysis of 100 percent Standard Analytic Claims File from 2010 and hospital cost reports from 2010.

changes. For example, the copayment for APC 209 is $269  would reduce their overall Medicare revenue—which

(33 percent of the payment rate). To equalize payment includes hospitals’ Medicare revenue for all service

rates across settings for this APC, the OPPS rate would lines (e.g., inpatient, outpatient, post-acute care)—by
decline from $806 to $528. To maintain the copayment’s 0.6 percent and Medicare OPD revenue by 2.7 percent
current percentage of the payment rate, it would decrease (Table 2-7 and Table 2-8). These revenue decreases

to $176. Under this approach, the Medicare program would cause the overall Medicare and hospital outpatient
would save $710 million and beneficiaries would save margins to decrease. The effect of this policy would vary
$190 million. widely among hospitals. Ten percent of hospitals would

lose 0.1 percent or less of overall Medicare revenue, and
10 percent would lose at least 1.7 percent of Medicare
revenue (Table 2-7). The impact would differ for rural and
urban hospitals: Rural hospitals would lose 0.9 percent

of aggregate Medicare revenue, while urban hospitals
would lose 0.5 percent. Rural hospitals would lose more
revenue than urban hospitals because rural hospitals
receive a larger share of their overall Medicare revenue
For all OPPS hospitals (excluding CAHs), changing the from outpatient care than do urban hospitals (28 percent
payment rates for the 66 APCs in Group 1 and Group 2 vs. 20 percent). Hospitals that receive a large share of their

A third option is to adjust the copayments in each APC
so that they are 20 percent of the payment rate after the
payment rate changes. This approach would maximize
beneficiary savings; the Medicare program would save
$520 million and beneficiaries would save $380 million.

Impact on hospitals’ Medicare revenue
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TABLE
2-9

Variable

Hospitals with largest reduction in overall Medicare revenue from aligning
payment rates across settings for APCs in Group 1 and Group 2

100 hospitals with largest
reduction in Medicare revenue

All other hospitals

Average loss (overall Medicare revenue)
Median DSH percentage among hospitals in category

Percent:
Maijor teaching
Rural
Nonprofit
For profit
Government

Average number of beds
Number of specialty hospitals

4.1% 0.5%
14.0 25.8
4.0 8.2
29.0 28.9
41.0 59.8
57.0 23.1
2.0 17.0
44 198
53 N/A

Note:  APC (ambulatory payment classification), DSH (disproportionate share), N/A (not available). The “All other hospitals” category includes all the hospitals subject
to the inpatient prospective payment system minus those in the “100 hospitals with largest reduction in Medicare revenue” category. For the “All other hospitals”
category, we were unable to calculate the number of specialty hospitals. The APCs in Group 1 and Group 2 are listed in Appendix 2-A, available at http://www.

medpac.gov.

Source: MedPAC analysis of 100 percent Standard Analytic Claims File from 2010 and hospital cost reports from 2010.

overall Medicare revenue through outpatient care would
be disproportionately affected by policies that reduce
OPPS payment rates. The revenue impact varies little by
hospital ownership or teaching status. Hospitals with a
DSH percentage below the median would have a similar
revenue loss as hospitals with a DSH percentage above the
median. There is an inverse relationship between revenue
loss and hospital size as measured by number of beds. On
average, relatively small hospitals would lose a higher
percentage of their revenue than larger hospitals. This
difference reflects in part the fact that smaller hospitals
provide a higher share of outpatient care. We were not able
to estimate the impact of this policy on hospitals with and
without off-campus OPDs because there is no data source
that indicates whether an OPD is located on or off campus.

We also examined the characteristics of the 100 hospitals
(about 3 percent of all hospitals) that would have the
largest percent reductions in overall Medicare revenue
from changing OPPS payment rates for APCs in Group

1 and Group 2 (Table 2-9). We found the following
differences between the 100 hospitals that would be most
affected and all other hospitals:

*  On average, the 100 most affected hospitals are
smaller than other hospitals. They have an average of
44 beds, while the average among all other hospitals is
198 beds.

e The 100 most affected hospitals are less likely to serve
low-income patients—the median DSH percentage is
14.0 percent for these hospitals versus 25.8 percent
among all other hospitals.

e The 100 most affected hospitals are less likely to have
major teaching status than all other hospitals.

e Over half of the 100 most affected hospitals are
specialty hospitals.

The high proportion of specialty hospitals helps explain
why the 100 most affected hospitals, on average, have
fewer beds and a smaller share of Medicare outpatient
revenue from ED visits. Specialty hospitals tend to have
relatively few beds and are less likely to have EDs than
other hospitals (Medicare Payment Advisory Commission
2005). In addition, 43 of the 100 most affected hospitals
are specialty hospitals that focus on orthopedic or
surgical cases. Orthopedic and surgical hospitals tend to
concentrate on outpatient services (Medicare Payment
Advisory Commission 2000).

We also estimated the combined effect on hospital-level
Medicare revenue of adjusting OPPS payment rates for
APCs in Group 1 and Group 2 and equalizing payment
rates for E&M office visits between settings. For all OPPS
hospitals, overall Medicare revenue would decline by 1.2
percent, and OPD revenue would decline by 5.4 percent
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(Table 2-7, p. 42, and Table 2-8, p. 43). These combined
policies would reduce program spending and beneficiary
cost sharing by about $1.8 billion per year. Depending on
how cost-sharing changes would be implemented, these
policies would save beneficiaries between $330 million
and $570 million per year.

The effect of these policies would vary widely among
hospitals. Ten percent of hospitals would lose 0.2 percent
of overall Medicare revenue or less, and 10 percent would
lose at least 2.8 percent (Table 2-7, p. 42). The impact

of these policies would differ by type of hospital. Rural
hospitals would lose 1.7 percent of their overall Medicare
revenue, while urban hospitals would lose 1.1 percent.
Government-owned hospitals would lose more revenue
than nonprofit or for-profit hospitals. Major teaching
hospitals would lose more revenue than nonteaching
hospitals (1.7 percent vs. 1.1 percent). There is little
difference between the revenue loss for hospitals with

a DSH percentage below the median and those with a
DSH percentage above the median. As with the impact of
changing OPPS payment rates for APCs in Group 1 and
Group 2 alone, small hospitals, on average, would lose

a larger percentage of their revenue than large hospitals.
This difference reflects the fact that smaller hospitals
provide a higher share of outpatient care.

Limiting Medicare revenue losses for
hospitals that serve a large share of low-
income patients

Some hospitals that are a primary source of access

to physician services for low-income patients might
experience significant reductions in Medicare revenue as a
result of the policies discussed in this chapter, which could
potentially reduce access for these patients. Therefore,
policymakers may wish to consider a stop-loss policy

that would limit the loss of Medicare revenue for these
hospitals. There are several issues to consider in designing
such a policy.

First, what criteria should Medicare use in determining
which hospitals should be eligible for a stop-loss
policy? One option is to base eligibility on a hospital’s
DSH percentage, which is the sum of the percentage of
Medicare inpatient days for patients who are eligible for
Supplemental Security Income (SSI) and the percentage
of total inpatient days for patients on Medicaid. When
the Commission recommended that payment rates should
be equal whether an E&M office visit is provided in an
OPD or in a freestanding office, we recommended that
a stop-loss policy should apply to hospitals with a DSH

percentage that is at or above the median for all hospitals
(Medicare Payment Advisory Commission 2012c).
However, the DSH percentage is based on inpatient

days, and the policies discussed in this chapter would
affect outpatient revenue but not inpatient revenue. In
addition, the DSH percentage is partly based on the share
of inpatient days for Medicaid patients, which may be
unrelated to a hospital’s share of low-income Medicare
patients. If the primary purpose of a stop-loss policy is

to protect access to ambulatory services for low-income
Medicare patients, perhaps the policy should be linked to
the proportion of Medicare patients treated in an OPD who
receive SSI.

Second, where should the eligibility threshold be set for

a stop-loss policy? For example, the policy could apply

to hospitals whose share of low-income patients is at or
above the median for all hospitals, at or above the top
quartile, or at or above the top decile. The level of the
threshold influences how many hospitals would be eligible
for a stop-loss policy.

Third, how much Medicare revenue should a stop-loss
policy protect? For example, should overall Medicare
revenue losses for eligible hospitals be limited to 1
percent, 2 percent, or a higher amount? As the level of
revenue protection increases, the amount of savings for the
program and beneficiaries from the policies discussed in
this chapter will decline.

Fourth, should the stop-loss policy be temporary or
permanent? With regard to equalizing payment rates
across settings for E&M office visits, the Commission
recommended a temporary stop-loss policy that would
last for three years. This three-year period would coincide
with a three-year phase-in of lower OPPS payment rates
for E&M services. It would also give the Secretary time
to examine whether equalizing payment rates for E&M
visits would impair access for low-income patients to
ambulatory services and to develop targeted policies,

if necessary, to protect access. Although a permanent
stop-loss policy would provide long-term protection for
hospitals that serve a high share of low-income patients, it
would require CMS to annually determine which hospitals
would be eligible for the policy and calculate the amount
of money to be returned to each eligible hospital at the
end of the year based on the stop-loss level. By contrast, a
temporary policy would increase the amount of long-term
savings for the program and beneficiaries and would give
the Secretary time to develop targeted policies to protect
access to care.
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There is also a concern that reducing Medicare

revenue to hospitals that provide outpatient services

to a disproportionate share of beneficiaries who are

frail and in poor health could adversely affect access

to physician services for these patients. Because low-
income beneficiaries are more likely to be in poor health,
protecting access for low-income patients should also help
ensure access for patients who are sicker. According to

the Medicare Current Beneficiary Survey, dual-eligible
beneficiaries, who have much lower incomes than other
Medicare beneficiaries, are more likely to report poor health
status: 18 percent of the dual-eligible population reports
being in poor health compared with 7 percent of other
beneficiaries (Medicare Payment Advisory Commission
2012a)."” In addition, dual-eligible beneficiaries have more
chronic conditions and cognitive and functional limitations
than other beneficiaries (Jacobson et al. 2012). For example,
58 percent of dual-eligible beneficiaries have a cognitive

or mental impairment compared with 25 percent of other
beneficiaries.

For the purpose of this chapter, we illustrate a stop-loss
policy based on the Commission’s recommended stop-

loss policy associated with our 2012 recommendation to
equalize payment rates across settings for E&M office
visits (Medicare Payment Advisory Commission 2012c).
In this illustration, revenue losses would be limited to 2
percent of overall Medicare revenue for hospitals with a
DSH percentage at or above the median for all hospitals.
This illustrative stop-loss policy would have a small effect
on the overall Medicare and outpatient Medicare revenue
changes that would result from adjusting OPPS payment
rates for APCs in Group 1 and Group 2 (Table 2-7, p. 42,
and Table 2-8, p. 43). This illustrative policy would reduce
overall savings in one year by about $10 million, and only 2
percent of hospitals would have their overall revenue losses
capped. The effect would be small because many of the
hospitals with the highest revenue losses under this policy
are less likely to serve low-income patients.

When we apply the illustrative stop-loss policy to a
combined policy of adjusting OPPS payment rates for
APCs in Group 1 and Group 2 and equalizing payment
rates for E&M office visits between settings, the impact

of the stop-loss policy on Medicare revenue changes is
much larger (Table 2-7, p. 42, and Table 2-8, p. 43). About
7 percent of hospitals would have their overall Medicare
revenue losses capped at 2 percent, which would reduce
aggregate savings from the combined policy by $210
million each year. The types of hospitals that would benefit

the most from the stop-loss policy would be government-
owned and major teaching hospitals (Table 2-7, p. 42).

Impact on rural hospitals and beneficiaries

Under the policies described in this chapter for aligning
payment rates between settings, rural hospitals would
lose more overall Medicare revenue than urban hospitals
(e.g., see Table 2-7, p. 42). This impact raises the
question of whether rural beneficiaries would have
access problems. About 60 percent of rural hospitals are
CAHs, which would not be affected by these policies.
Nevertheless, if policymakers determine that a mitigation
policy is needed to prevent access problems for rural
beneficiaries, they should target such a policy to rural
hospitals that are uniquely essential for maintaining
access to care in a given community, rather than all rural
hospitals. Such a mitigation policy should be consistent
with three principles developed by the Commission for
our June 2012 report to guide special payments to rural
providers:

*  Payments should be targeted to low-volume isolated
providers—that is, providers that have low patient
volume and are at a distance from other providers.

*  The magnitude of the special rural payment should
be empirically justified: Payments should increase to
the extent that factors beyond the providers’ control
increase their costs.

e Rural payment adjustments should encourage cost
control on the part of providers (Medicare Payment
Advisory Commission 2012b).

Aligning payment rates between OPDs
and physicians’ offices for cardiac
imaging services

Instead of aligning payment rates between OPDs and
freestanding offices for all of the 66 APCs that meet the
criteria for Group 1 or Group 2, an alternative policy
would target only the 3 APCs in Group 1 or Group 2 that
include cardiac imaging services (echocardiograms and
nuclear cardiology). The rationale for focusing on cardiac
imaging is that these services have been migrating from
freestanding offices to OPDs, where the payment rates are
substantially higher (Table 2-2, p. 33). An important factor
driving this migration is the rapid growth in hospitals’
employment of cardiologists (Burling 2012, Ostrom
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2012). According to a survey conducted by the American
College of Cardiology, the share of cardiologists who are
employed by hospitals tripled between 2007 and 2012,
from 11 percent to 35 percent (American College of
Cardiology 2012). In Washington State, for example, the
share of cardiologists employed by hospitals grew between
2007 and 2012 from 2 percent to 42 percent (Ostrom
2012).

The shift in volume toward OPDs is consistent with the
financial incentives in Medicare’s payment systems:

*  The payment rate for a level II echocardiogram
without contrast (APC 269) is 141 percent higher in
OPDs than in physicians’ offices.

*  The payment rate for a level III echocardiogram
without contrast (APC 270) is 47 percent higher in
OPDs than in physicians’ offices, even after adjusting
for differences in packaging.

*  The payment rate for level II cardiac imaging (APC
377) is 19 percent higher in OPDs than in physicians’
offices, even after adjusting for differences in
packaging.

We estimate that aligning payment rates between OPDs
and freestanding offices for these three cardiac APCs
(APCs 269, 270, and 377) would reduce program
spending and beneficiary cost sharing by a total of $500
million in one year. 18 Like the policy of aligning payment
rates for APCs in Group 1 and Group 2 between settings,
there are three options for distributing savings between
the program and beneficiaries. However, beneficiaries
would save about $100 million under each option. The
reason there is so little difference among the options

is that most of the savings comes from APCs that
currently have copayments that are 20 percent of the
OPPS payment rate. Of the three APCs in this analysis,
only APC 270 has a copayment above the 20 percent
threshold, and this APC represents only 5 percent of the
total savings from this policy.

We estimated the effect on hospital-level Medicare
revenue of adjusting OPPS payment rates for the three
cardiac imaging APCs. For all OPPS hospitals (which
excludes CAHs), overall Medicare revenue would decline
by 0.3 percent, while OPD revenue would decline by

1.5 percent (Table 2-10, p. 48, and Table 2-11, p. 49).

The impact of these policies varies little for most types

of hospitals. One exception is rural hospitals, which

would lose 0.5 percent of their overall Medicare revenue,
compared with 0.3 percent for urban hospitals. Another
exception is smaller hospitals (as measured by number
of beds), which would lose a larger share of revenue than
larger hospitals because they tend to be more focused on
outpatient services.

We also examined the characteristics of the 100 hospitals
that would have the largest percentage reduction in
overall Medicare revenue from reducing OPPS payment
rates for cardiac imaging APCs (Table 2-12, p. 49). We
found the following differences between the 100 most
affected hospitals and all other hospitals:

e On average, the 100 most affected hospitals are
smaller than all other hospitals—they have an average
of 69 beds, whereas all other hospitals have an average
of 197.

*  The 100 most affected hospitals are less likely to serve
low-income patients—the median DSH percentage is
21.6 percent for these hospitals versus 25.7 percent for
all other hospitals.

*  Compared with all other hospitals, a higher proportion
of the 100 most affected hospitals are rural and
nonprofit.

e Only 1 of the 100 most affected hospitals has major
teaching status, compared with 8.3 percent for all
other hospitals.

e Only 6 of the 100 most affected hospitals are specialty
hospitals. This small number is not surprising because
cardiac specialty hospitals—the type of specialty
hospital most likely to be affected by changes to
payment rates for cardiac imaging services—have a
strong focus on inpatient services (Medicare Payment
Advisory Commission 2006). They also get a
relatively small share of their Medicare OPD revenue
from the three cardiac imaging APCs.

We also estimated the effect on hospital-level Medicare
revenue of reducing OPPS payment rates for the three
cardiac imaging APCs and equalizing payment rates for
E&M visits across settings. These combined policies
would reduce program spending and beneficiary cost
sharing by about $1.4 billion per year. They would save
beneficiaries almost $300 million per year. The impact of
these policies would differ by type of hospital (Table 2-10,
p. 48, and Table 2-11, p. 49).
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2-10 Reduction in overall Medicare revenue from aligning payment rates across
settings for selected ambulatory services (cardiac imaging APCs and E&M visits)
Percent loss of overall Medicare revenue
Cardiac imaging Cardiac imaging, with E&M visits
Without stop-loss With stop-loss Without stop-loss With stop-loss
All hospitals 0.3% 0.3% 0.9% 0.8%
Percent loss in revenue at:
10th percentile 0.0 0.0 0.1 0.1
90th percentile 0.9 0.9 1.9 1.9
Urban 0.3 0.3 0.9 0.8
Rural 0.5 0.5 1.3 1.2
Nonprofit 0.3 0.3 0.9 0.8
For profit 0.3 0.3 0.5 0.5
Government 0.3 0.3 1.3 1.0
Major teaching 0.3 0.3 1.4 1.1
Other teaching 0.3 0.3 0.7 0.7
Nonteaching 0.4 0.4 0.8 0.7
DSH percentage
Below median 0.4 0.4 0.9 0.9
Above median 0.3 0.3 0.9 0.8
Number of beds
Less than 50 0.5 0.5 1.2 1.1
50-100 0.6 0.6 1.4 1.3
101-250 0.3 0.3 0.9 0.8
251-500 0.3 0.3 0.8 0.7
More than 500 0.3 0.3 1.0 0.8

Note:  APC (ambulatory payment classification), E&M (evaluation and management), DSH (disproportionate share). The APCs included in cardiac imaging are 269, 270,
and 377.

Source: MedPAC analysis of 100 percent Standard Analytic Claims File from 2010 and hospital cost reports from 2010.

over time, which has influenced some ASC owners to

Equalizing payment rates between
OPDs and ASCs for certain ambulatory
procedures

An alternative to aligning payment rates between OPDs
and freestanding offices for the APCs in Group 1 and
Group 2 would be to equalize payment rates for certain
ambulatory surgical procedures between OPDs and
ASCs. The relative weights for most procedures in the
ASC payment system are based on the relative weights in
the OPPS, but the ASC system uses a lower conversion
factor (average payment amount).'® Therefore, payment
rates for all procedures are much higher in the OPPS—for
2013, the Medicare rates for most services are 78 percent
higher in OPDs than in ASCs. Beneficiary cost sharing

is also much greater in OPDs than in ASCs. The gap in
payment rates between the two settings has increased

sell their facilities to hospitals and some health care
systems to expand their OPDs rather than establish new
ASCs (North Carolina Department of Health and Human
Services 2008, State of Connecticut 2011). In addition, the
migration of procedures from OPDs to ASCs from 2006
to 2010 appears to have stalled, perhaps because of higher
payment rates in OPDs (Medicare Payment Advisory
Commission 2013). From 2006 through 2010, the number
of ASC-covered procedures per fee-for-service beneficiary
grew by 5.8 percent per year in ASCs and by 0.1 percent
per year in OPDs. In 2011, however, procedures increased
at a slower rate in ASCs than in OPDs (1.8 percent vs.

3.8 percent). This change could signal the beginning of a
movement of procedures from ASCs to OPDs.

We used the following three criteria to select services for
which payment rates could be equalized between OPDs
and ASCs:
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m Reduction in Medicare outpatient revenue from aligning payment rates across settings
for selected ambulatory services (cardiac imaging APCs and E&M visits)

Percent loss of Medicare outpatient revenue

Cardiac imaging Cardiac imaging, with E&M visits
Without stop-loss With stop-loss Without stop-loss With stop-loss

All hospitals 1.5% 1.5% 4.3% 3.8%
Percent loss in revenue at:

10th percentile 0.2 0.2 0.6 0.6

90th percentile 3.3 3.3 7.3 6.5
Urban 1.4 1.4 4.2 3.7
Rural 1.9 1.9 4.6 4.3
Nonprofit 1.5 1.5 4.3 4.0
For profit 1.3 1.3 2.3 2.3
Government 1.4 1.4 5.8 4.6
Major teaching 1.4 1.3 7.4 6.1
Other teaching 1.5 1.5 3.7 3.4
Nonteaching 1.5 1.5 3.3 3.1
DSH percentage

Below median 1.5 1.5 3.8 3.8

Above median 1.4 1.4 4.7 3.8
Number of beds

Less than 50 1.6 1.5 3.9 34

50-100 2.1 2.1 4.8 4.5

101-250 1.5 1.5 3.9 3.6

251-500 1.3 1.3 3.9 3.5

More than 500 1.4 1.4 52 4.5

Note:  APC (ambulatory payment classification), E&M (evaluation and management), DSH (disproportionate share). The APCs included in cardiac imaging are 269, 270,
and 377.

Source: MedPAC analysis of 100 percent Standard Analytic Claims File from 2010 and hospital cost reports from 2010.

m Hospitals with largest reduction in overall Medicare revenue from
aligning payment rates across settings for cardiac imaging APCs

100 hospitals with largest

Variable reduction in Medicare revenue All other hospitals
Average loss (overall Medicare revenue) 1.6% 0.3%
Median DSH percentage among hospitals in category 21.6 257
Percent:
Maijor teaching 1.0 8.3
Rural 58.0 27.9
Nonprofit 67.0 59.0
For profit 18.0 24.4
Government 15.0 16.6
Average number of beds 69 197
Number of specialty hospitals 6 N/A

Note:  APC (ambulatory payment classification), DSH (disproportionate share), N/A (not available). The “All other hospitals” category includes all the hospitals subject
to the inpatient prospective payment system minus those in the “100 hospitals with largest reduction in Medicare revenue” category. For the “All other hospitals”
category, we were unable to calculate the number of specialty hospitals. The APCs included in cardiac imaging are 269, 270, and 377.

Source: MedPAC analysis of 100 percent Standard Analytic Claims File from 2010 and hospital cost reports from 2010.
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Reduction in OPD payments from equalizing payment rates
across settings for 12 APCs commonly performed in ASCs

APC APC description Reduction in payments (in millions)
137 Level V skin repair $26.5
203* Level IV nerve injections 13.2
207* Level lll nerve injections 147.5
233 Level Il anterior segment eye procedures 3.9
234 Level lll anterior segment eye procedures 9.9
239* Level Il repair and plastic eye procedures 1.3
240 Level lll repair and plastic eye procedures 16.4
241 Level IV repair and plastic eye procedures 5.2
244 Corneal and amniotic membrane transplant 9.5
245 Level | cataract procedures without IOL insertion 0.2
246 Cataract procedures with IOL insertion 341.2
247 Laser eye procedures 13.6
Total 588.4

Note:  OPD (hospital outpatient department), APC (ambulatory payment classification), ASC (ambulatory surgical center), IOL (intraocular lens).
*These APCs also appear in Group 2. See online-only Appendix 2-A for the full list of APCs in Group 2, available at http://www.medpac.gov.

Source: MedPAC analysis of 100 percent Standard Analytic Claims File from 2010.

* services that are frequently performed in ASCs (more
than 50 percent of the time), which indicates that they
are likely safe and appropriate to provide in an ASC
and the ASC payment amounts are sufficient to ensure
beneficiaries’ access;

e services that are infrequently provided with an ED
visit when furnished in an OPD (such services are
unlikely to have costs that are directly associated with
operating an ED); and

* services for which patient severity is no greater in
OPDs than in ASCs.

We also used these criteria to select services for which
payment rates could be aligned between OPDs and
freestanding offices (APCs in Group 1 and Group 2).
However, we used two additional criteria to select
services for Group 1 and Group 2 that do not apply to
ASC services: the extent of packaging differences across
payment systems and the presence of 90-day global
surgical codes in an APC. Because the ASC payment
system and the OPPS use the same rules for packaging
ancillary services and supplies with a primary procedure,
the unit of payment is the same in both settings. In
addition, neither payment system uses 90-day global
surgical codes. To select services for which payment rates

could be made equal in OPDs and ASCs, we measured
the share of ambulatory surgical procedures performed
in ASCs and the frequency with which OPD services
are provided with an ED visit; we also examined patient
severity differences between settings. We used the same
method for these analyses that we used to identify APCs
for Group 1 and Group 2 (see p. 38). This policy would
not apply to CAHs because these entities are not paid
under the OPPS.

We identified 12 APCs that met the three criteria for
making payment rates equal between OPDs and ASCs
(Table 2-13).%° These APCs included nine eye procedure
groups, two nerve injection groups, and one skin repair
group. Three of these 12 APCs also appeared in Group

2 (none appeared in Group 1).2! If policymakers were

to adopt the criteria for aligning payment rates between
OPDs and physicians’ offices along with the criteria for
aligning payment rates between OPDs and ASCs, they
would have to decide whether to use the physician’s office
or ASC payment rate as the basis for determining OPD
rates for APCs that meet both sets of criteria. In these
cases, the payment rate could be based on the ambulatory
setting with the highest volume.

To equalize payment rates between OPDs and ASCs, we
calculated a revised OPPS rate for each APC based on
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TABLE
2-14

Reduction in overall Medicare revenue from equalizing payment rates across settings
for selected services (12 APCs commonly performed in ASCs and E&M visits)

Percent loss of overall Medicare revenue

12 APCs 12 APCs, with E&M visits

Without stop-loss With stop-loss Without stop-loss With stop-loss

All hospitals 0.4% 0.4% 1.0% 0.9%
Percent loss in revenue at:

10th percentile 0.0 0.0 0.1 0.1

90th percentile 1.4 1.4 2.7 2.0
Urban 0.3 0.3 0.9 0.8
Rural 0.7 0.6 1.4 1.3
Nonprofit 0.4 0.3 0.9 0.9
For profit 0.4 0.4 0.6 0.6
Government 0.4 0.4 1.4 1.1
Major teaching 0.3 0.3 1.4 1.2
Other teaching 0.3 0.3 0.7 0.7
Nonteaching 0.5 0.5 0.9 0.8
DSH percentage

Below median 0.4 0.4 0.9 0.9

Above median 0.3 0.3 1.0 0.8

Number of beds
Less than 50
50-100
101-250
251-500
More than 500

cooco~
N w s No
cooco~
NwhN O
coo—Nn
Lomoun
coo—N
oNwOoN=

Note:  APC (ambulatory payment classification), ASC (ambulatory surgical center), E&M (evaluation and management), DSH (disproportionate share). The 12 APCs are

listed in Table 2-13.

Source: MedPAC analysis of 100 percent Standard Analytic Claims File from 2010 and hospital cost reports from 2010.

an average of the ASC rates for the CPT codes in that
APC. For a more detailed discussion of our method, see
Appendix 2-B, available online at http://www.medpac.gov.
Our approach would not affect how OPPS relative weights
are calculated; they would continue to be based on the
median OPD cost of the services in each APC.

Effects of equalizing payment rates between
OPDs and ASCs for selected services

We estimate that equalizing payment rates between OPDs
and ASCs for these 12 APCs would reduce program
spending and beneficiary cost sharing by a total of about
$590 million in one year. As with Group 1 and Group 2
of the prior analysis, there are three options for how to
distribute savings among the program and beneficiaries.
The amount of beneficiary savings varies widely among
the options, ranging from $40 million to $220 million,

because 70 percent of the savings would come from APCs
that currently have copayments above the 20 percent level,
such as APC 207 (level III nerve injections) and APC 246

(cataract procedures with intraocular lens insertion).

Across all hospitals, equalizing payment rates between
settings for these 12 APCs would reduce their overall
Medicare revenue by 0.4 percent and OPD revenue by 1.7
percent (Table 2-14 and Table 2-15, p. 52). The effect of
these policies would vary among some types of hospitals.
Ten percent of hospitals would lose no overall Medicare
revenue, but 10 percent would lose at least 1.4 percent of
Medicare revenue (Table 2-14). Rural hospitals would lose
0.7 percent of their overall Medicare revenue, while urban
hospitals would lose 0.3 percent. Nonteaching hospitals
would have slightly larger losses than major teaching

and other teaching hospitals. Hospitals that have DSH
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Reduction in Medicare outpatient revenue from equalizing payment rates across
settings for selected services (12 APCs commonly performed in ASCs and E&M visits)

Percent loss of Medicare outpatient revenue

12 APCs

12 APCs, with E&M visits

Without stop-loss

With stop-loss

Without stop-loss With stop-loss

All hospitals 1.7%

Percent loss in revenue at:
10th percentile

90th percentile

Urban
Rural

oo
—o

N —

Nonprofit
For profit
Government

Major teaching
Other teaching
Nonteaching

N—== —=N= N
OrRN ®moON n~oO

DSH percentage
Below median
Above median

__.
N @

Number of beds
Less than 50
50-100
101-250
251-500
More than 500

—_—_—— N O
NN O —

- N—=—= =N—= N—= 0O
OhDO OO WO —O

o

NANONO

4.5% 4.0%
0.3 0.3
9.5 8.2
4.4 3.9
5.1 4.7
4.4 4.0
3.0 2.9
6.1 4.8
7.7 6.3
3.6 3.3
3.8 3.5
4.1 4.1
4.9 4.0
7.3 6.4
5.2 4.8
4.2 3.9
3.9 3.5
5.0 4.3

Note:  APC (ambulatory payment classification), ASC (ambulatory surgical center), E&M (evaluation and management), DSH (disproportionate share). The 12 APCs are

listed in Table 2-13.

Source: MedPAC analysis of 100 percent Standard Analytic Claims File from 2010 and hospital cost reports from 2010.

percentages below the median would have slightly larger
losses than other hospitals, suggesting that there would be
a slightly smaller effect on hospitals that serve low-income
patients. Smaller hospitals (as measured by number of
beds) would lose a larger share of revenue than larger
hospitals in part because smaller hospitals tend to focus on
outpatient care.

We also examined the characteristics of the 100 hospitals
that would have the largest percentage reduction in overall
Medicare revenue from equalizing payment rates between
OPDs and ASCs for these 12 APCs (Table 2-16). We
found the following differences between the 100 hospitals
that would be most affected and all other hospitals:

*  On average, the 100 most affected hospitals are much
smaller than the average hospital— they have an

average of 32 beds, whereas the average among all
other hospitals is 198.

The 100 most affected hospitals are much less likely
to serve low-income patients—the median DSH
percentage is 10.7 percent for those hospitals versus
25.8 percent for all other hospitals.

Compared with all other hospitals, a higher proportion
of the 100 most affected hospitals are rural, but a
smaller share are nonprofit or have major teaching
status.

Of the 100 most affected hospitals, 61 are specialty
hospitals, and 53 of the specialty hospitals focus on
orthopedics or surgery. Specialty hospitals tend to
focus on outpatient care (except for cardiac hospitals),
have very few beds and low DSH percentages, and are
unlikely to be teaching hospitals.
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Hospitals with largest reduction in overall Medicare revenue from

equalizing payment rates between OPDs and ASCs for 12 APCs

Variable

100 hospitals with largest
reduction in Medicare revenue

All other hospitals

Average loss (overall Medicare revenue)
Median DSH percentage among hospitals in category

Percent:
Maijor teaching
Rural
Nonprofit
For profit
Government

Average number of beds
Number of specialty hospitals

6.8% 0.3%
10.7 25.8
5.0 8.2
32.0 28.9
33.0 60.1
59.0 23.1
8.0 16.
32 198
61 N/A

Note:  OPD (hospital outpatient department), ASC (ambulatory surgical center), APC (ambulatory payment classification), DSH (disproportionate share), N/A (not
available). The “All other hospitals” category includes all hospitals subject to the inpatient prospective payment system minus those in the “100 hospitals with largest
reduction in Medicare revenue” category. For the “All other hospitals” category, we were unable to calculate the number of specialty hospitals. The 12 APCs are

listed in Table 2-13.

Source: MedPAC analysis of 100 percent Standard Analytic Claims File from 2010 and hospital cost reports from 2010.

We also estimated the combined effect on hospital-level
Medicare revenue of equalizing payment rates between
OPDs and ASCs for 12 APCs and equalizing payment
rates for E&M visits between OPDs and freestanding
offices. These combined policies would reduce program
spending and beneficiary cost sharing by about $1.5
billion per year. They would save beneficiaries between
$230 million and $410 million per year.

Limiting Medicare revenue losses for
hospitals that serve a large share of low-
income patients

We illustrate the same stop-loss policy modeled earlier in
the context of revising payment rates for APCs in Group 1
and Group 2: Revenue losses would be limited to 2 percent
of overall Medicare revenue for hospitals with a DSH
percentage at or above the median for all hospitals. This
illustrative stop-loss policy would have very little impact on
overall Medicare or outpatient Medicare revenue changes
that result from equalizing rates between OPDs and ASCs
for 12 APCs. The effect would be small because many of
the hospitals with the highest revenue losses under this
policy are much less likely to serve low-income patients.

However, when we apply the illustrative stop-loss policy
to a combined policy of equalizing payment rates between
OPDs and ASCs for 12 APCs and equalizing payment
rates for E&M visits between OPDs and freestanding

offices, the impact on Medicare revenue changes is larger
(Table 2-14, p. 51, and Table 2-15). About 6.5 percent

of hospitals would have their overall Medicare revenue
losses capped at 2 percent, which would reduce aggregate
savings (program spending plus beneficiary cost sharing)
from the combined policy in one year by $160 million.
The types of hospitals that would benefit the most from the
stop-loss policy would be government-owned and major
teaching hospitals. B
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Endnotes

In 2011, Medicare paid 80 percent more for this service when
provided in an OPD than in a physician’s office. The payment
gap is somewhat smaller in 2013 than in 2011 because the
physician office rate increased slightly and the OPPS rate
decreased slightly.

The payment rates in the physician fee schedule have three
parts: physician’s work, practice expense, and professional
liability insurance. Of the three, only practice expense differs
when a service is provided in an office versus a hospital-
based facility. For further information, see the Commission’s
Payment basics: Physician services payment system, available
at http://www.medpac.gov/documents/MedPAC_Payment_
Basics_12_Physician.pdf.

A detailed description of the OPPS can be found at Payment
basics: Outpatient hospital services payment system, available
at http://www.medpac.gov/documents/MedPAC_Payment_
Basics_12_OPD.pdf.

Almost all of the practitioners in this category are physicians
(e.g.,in 2011, 99 percent were physicians).

According to the survey, about 30 percent of cardiologists
were employed by HMOs, government-owned providers,
medical schools, and other organizations in 2012.

From 2010 to 2011, the total number of echocardiograms per
fee-for-service beneficiary provided in offices and the OPDs
of OPPS hospitals declined by 0.2 percent and the number

of nuclear cardiology services declined by 4.7 percent.

These services are included in the following ambulatory
payment classification (APC) groups: level I echocardiograms
(APC 697), level II echocardiograms (APC 269), level 111
echocardiograms (APC 270), level I cardiac imaging (APC
398), and level 1I cardiac imaging (APC 377).

‘We have not examined whether OPDs would have sufficient
capacity to perform all ambulatory echocardiograms and
nuclear cardiology tests.

The most obvious feature of standby capacity for a hospital is
the emergency department. In the OPPS, CMS has established
two broad categories of APCs for payment of ED visits, Type
A and Type B. A Type A ED is an “organized hospital-based
facility for the provision of unscheduled episodic services to
patients who present for immediate medical attention. The
facility must be available 24 hours a day.” A Type B facility
has less stringent criteria than a Type A facility, but it is
available for emergency care on an urgent basis.

9

10

11

12

13

14

For example, CPT code 99213 is for visits that typically
include 15 minutes of face-to-face time between the physician
and patient, whereas CPT code 99214 is for visits that
typically include 25 minutes of face-to-face time between the
physician and patient and involve a more detailed history and
examination. This coding structure is the same whether the
visit is provided in a physician’s office or in an OPD.

A hospital’s DSH percentage is defined as the sum of two
ratios: the share of Medicare patients on Supplemental
Security Income plus the share of Medicaid days over all
inpatient days. The Patient Protection and Affordable Care
Act of 2010 (PPACA) will affect DSH payments in two ways
starting in 2014. First, PPACA will expand the pool of DSH
dollars by expanding Medicaid. Second, starting in 2014, 75
percent of that expanded pool of DSH dollars will be diverted
to an uncompensated care pool of dollars that will either

pay for uncompensated care or be considered savings to the
Medicare trust fund. For every 1 percent decline in the rate of
uninsurance among those under 65 years of age, the share of
the uncompensated-care pool going to hospitals will decline
by 1 percent and the share allocated to Medicare trust fund
savings will increase by 1 percent. The end result is that 25
percent of DSH dollars will continue to be paid out through
the regular formula, and up to 75 percent of DSH dollars

will be allocated for uncompensated care costs and trust fund
savings.

The relative weights for most procedures in the ASC payment
system are based on the relative weights in the OPPS.
Consequently, the adjustments to the OPPS rates discussed
here could affect payments to ASCs.

The physician fee schedule payment for 90-day global
surgical codes includes the surgical procedure itself and office
visits that occur within a 90-day period after the procedure.
CMS assumes that the physician’s clinical staff spends
additional time scheduling the procedure and coordinating
presurgical services when the procedure is performed in a
hospital than in a physician’s office. Therefore, these services
are assumed to have a higher cost when delivered in an

OPD. However, we are unable to estimate the amount of this
additional cost. Consequently, we excluded these procedures
from the group of services that are candidates for equal
payment rates across settings.

APCs are collections of services defined by CPT codes that
are similar both clinically and in terms of resource costs.

To identify differences in payment rates between sectors,
we used payment rates from 2010 and trended them to 2012
based on the update factors in each sector. We used volume
data from 2010 to identify services that were predominantly
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15

16

17

18

provided in freestanding offices. Because many services have
been migrating from freestanding offices to OPDs, we also
examined volume data from 2008 to identify services where
at least 50 percent of total volume occurred in offices in 2008
but not in 2010. However, we did not add any APCs to our list
of services based on 2008 data.

We used 100 percent of Medicare claims from 2010 to
maximize the number of cases. We used p < 0.05 and a two-
tail test to determine statistical significance.

There are a few APCs in Group 2 for which the office rate is
currently higher than the OPD rate. In these cases, the OPD
rate could be increased to the level of the office rate plus the
cost of additional packaging in the OPPS.

Eighty-six percent of dual-eligible beneficiaries have incomes
below 150 percent of the federal poverty level, compared with
22 percent of other beneficiaries (Jacobson et al. 2012).

APC 269 is in Group 1. APC 270 and APC 377 are in Group
2.1In 2011, these three APCs accounted for 14.5 percent of the
volume of all cardiac APCs in the OPPS and 18.6 percent of
the spending on all cardiac APCs in the OPPS.

19

20

21

CMS uses a different method to determine ASC payment
rates for new, office-based procedures. The rates for these
procedures are based on the lower of the ASC rate (based on
the OPPS relative weight) or the PE portion of the PFS rate
that applies when the service is furnished in a physician’s
office. Further information about the ASC payment system
can be found online at http://www.medpac.gov/documents/
MedPAC_Payment_Basics_12_ASC.pdf.

We excluded the volume of services provided in physicians’
offices from this analysis. However, if we included physician
office volume, the volume of 4 of the 12 APCs in this group

would be higher in physicians’ offices than in ASCs or OPDs.

Three of these four APCs appear in Group 2. One of these
four APCs (APC 247, laser eye procedures) does not appear
in Group 1 or Group 2 because 90-day global surgical codes
account for at least 90 percent of its volume.

The three APCs that also appear in Group 2 are 203 (level
IV nerve injections), 207 (level III nerve injections), and 239
(level II repair and plastic eye procedures).
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Chapter summary In this chapter

Under traditional fee-for-service (FFS) Medicare, the program pays widely ¢ Introduction

varying rates for the care beneficiaries can receive following a hospital stay 1 ; h )
> ustration of how services

at one of four post-acute care (PAC) settings (skilled nursing facilities, home

o o ] . could be bundled
health care, inpatient rehabilitation hospitals, and long-term care hospitals). .,
Nationwide, use rates for PAC services also vary widely for reasons not e Setting the episode
explained by differences in beneficiaries’ health status, indicating that, in benchmark for the bundle

aggregate, fewer services could be furnished to Medicare beneficiaries L
* Implications of bundled

o ) . . payments for beneficiaries
Commission has been concerned about Medicare spending and quality-of-care ...

without necessarily compromising patient outcomes. In recent years, the

issues associated with hospital readmissions and hospital discharges to PAC e Conclusion
providers. Bundled payments have the potential to improve care coordination =~ T T
and quality of services, rationalize service use, and lower potentially avoidable

readmissions. In 2008, the Commission recommended that the Congress

require the Secretary to create a pilot program to test the feasibility of bundled

payment around a Medicare hospitalization for selected conditions. The

Congress enacted this requirement in 2010, and in 2011 CMS launched a

Bundled Payments for Care Improvement Initiative to test different bundle

designs.

Under a bundled approach, one payment (or a benchmark price across
multiple providers) would cover all services furnished across all settings and

providers during a defined period of time such as 30 days or 90 days after a
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triggering event. By tying a provider’s payment to services furnished beyond “its
four walls,” bundled payments encourage accountability for cost and quality across
a spectrum of care. In contrast to FFS, a provider has an incentive and the flexibility
to coordinate care and provide only clinically necessary services. In principle,
providers would not have an incentive to furnish more services to generate revenue;
instead, they would deliver a mix of services that enable them to improve the
quality of their care while keeping Medicare spending low. The scope and duration
of the bundle and the incentives tied to payment would shape the financial pressures

providers experience to change their current practice patterns.

This chapter discusses design aspects of a bundled payment and the advantages and
disadvantages of possible approaches. Each decision involves trade-offs between
increasing the opportunities for care coordination and requiring providers to accept
financial and clinical risk for care beyond what they furnish themselves. To illustrate
the trade-offs inherent in these design decisions, we selected a design consistent
with the Commissioners’ support for more- rather than less-inclusive bundles

and one that does not require providers to have an infrastructure to make and
receive payments for other providers. The illustrative bundle begins with an initial
hospital stay; spans 90 days after discharge; and includes any potentially avoidable
readmissions, PAC, and physician services furnished during the hospital stay and
during any institutional PAC care (skilled nursing facilities, inpatient rehabilitation
facilities, and long-term care hospitals). In this illustration, CMS would continue to
pay providers FFS (perhaps minus a withheld amount) and retrospectively compare
actual average spending for a condition with a benchmark spending amount. If

the providers’ “collective” average spending for the bundle is kept below the
benchmark, CMS would return the withheld amount to the participating providers
or share with them the “savings” realized between the benchmark amount and
actual spending. Conversely, providers would be at some risk for spending above
the benchmark. We use this illustration to begin a conversation about how best to
proceed with this potential payment reform, acknowledging that many other designs

are possible, with different strengths and weaknesses.

Regarding the scope of the services to be covered by a bundled payment, we note
that having more services in the bundle offers more opportunities to coordinate

care across settings compared with bundles that include fewer services but add
more financial risk for providers. Because not all beneficiaries use PAC, even
among conditions with relatively high PAC use, bundles could encourage providers
to carefully consider whether beneficiaries would benefit from PAC. In this
illustration, the spending benchmark includes episodes without PAC, thereby giving

providers strong incentives to withhold PAC services entirely. Furthermore, the
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wide variation in sites used and the payments associated with each underscores
the potential savings opportunity of selecting PAC settings that match beneficiary
care needs. Tying some portion of bundled payments to quality standards (through
a withheld amount or a shared-risk approach) will be critical to ensuring that

providers furnish the PAC required to meet beneficiaries’ care needs.

Long bundles have the advantage of covering more services and increasing the
amount of care for which providers are accountable and the incentive to coordinate
it, but they put providers at more risk compared with short bundles. On the other
hand, long bundles are also more likely to include care at the end of the bundle
period that is unrelated to the initial hospitalization. However, spending and
financial risk do not increase proportionally to the time frame spanned by the
bundle. For example, a bundle that is triple the length of another bundle does not

triple the spending it includes.

Bundle designs differ in the variation in spending across episodes and how

much of the variation can be predicted. In general, broader bundles (longer and
encompassing more services) encourage more care coordination but explain less
of the variation in spending across episodes compared with more narrowly defined
bundles (shorter and including fewer services). That said, we found that 90-day
bundles that included the hospital stay, potentially avoidable readmissions, PAC
care, and physician services furnished during the hospital and institutional PAC
stays accounted for as much variation in resource use or spending as payment

systems Medicare currently uses to pay hospitals and Medicare Advantage plans.

To pay providers, Medicare could pay one entity an all-inclusive payment to cover
all services rendered during the bundle. This approach would place one entity in
charge of the beneficiary’s care and require the entity to make payments to other
providers. Alternatively, Medicare could continue to pay individual providers under
FES. Because one entity would not receive the payment and be responsible for
apportioning it to other providers, this approach sidesteps the many thorny issues
associated with making a single payment that could undermine implementation.
However, continuing to pay all providers separately could dampen the incentive for

individual providers to change their patterns of care.

To encourage providers to keep their spending low, CMS could compare average
spending for the bundles with a benchmark (set in advance for each condition
and risk adjusted). Providers would collectively be at risk for spending above
the benchmark and would benefit from keeping average spending below it. One
approach would be to retain a small share of the FFS payment made to each

provider and return the withheld amounts if providers keep their total average
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episode spending below the benchmark. The program would keep the withheld
amounts if average spending is above it. Alternatively, the difference between
average spending and the benchmark could be shared with providers (or the
losses split with providers). With larger risks and rewards at stake, a shared-risk
approach—rather than withheld amounts—would create stronger incentives for
providers to change behavior but could raise program payments for low-spending

providers.

Medicare could consider specific design elements to counter the incentive to
underfurnish care. For example, continuing to pay providers on an FFS basis would
help ensure that providers continue to furnish services to meet beneficiaries’ care
needs. Placing providers collectively at risk for readmissions would encourage

all providers to deliver the care needed to avoid these costly events. Comparing
average spending (over many cases) with the benchmark would mean providers
could furnish costly care when needed for individual cases and still keep average
spending below the benchmark. Finally, Medicare could tie the return of the
withheld payments of shared savings to providers’ performance on certain quality
metrics. Medicare will need to monitor the rates of hospital admissions for
conditions covered under bundled payments. If they increase, CMS could consider
an admission policy to penalize hospitals with unusually high rates of potentially

avoidable admissions for those conditions covered by bundled payments.

Setting the spending benchmark will require a judgment about where in the current
cost or spending distribution to set the level. Current FFS spending is not a good
benchmark given the current incentives in FFS to furnish services of marginal
value. Benchmarks could reflect lower PAC and readmission spending (both of
which exhibit high variation) or spending in areas with relatively low resource use.
The benchmarks will determine the changes required of providers to reduce their
average spending, while the design of the withheld amounts or shared risk will

shape providers’ incentives for doing so.

For beneficiaries, payment bundles should result in fewer potentially avoidable
hospital readmissions and improved transitions between settings. While preserving
beneficiaries’ freedom of choice of providers, providers could be allowed to
encourage beneficiaries to use recommended providers and settings—for example
by offering services beneficiaries may not currently receive, such as transitional
care. In the future, the program may elect to reinforce beneficiary decisions about
where they seek care by raising the minimum conditions of participation to exclude
the poorest quality providers or by charging higher beneficiary cost-sharing
amounts when a beneficiary chooses not to use recommended PAC settings or

providers.
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Bundled payments are one way to begin changing the delivery system away from
the fragmented care that results from FFS and toward shared provider accountability
that encourages care coordination and cost control during an episode of care.
Bundled payments would give providers, especially those not ready or unable to
participate in broader payment reforms (such as accountable care organizations),

a way to gain experience in coordinating care that extends beyond their narrow
purview and across a spectrum of providers and settings. In this way, bundling
could help facilitate continued progress toward larger delivery system reforms. The
specific design of bundles will shape the risk for providers and the opportunities
for care coordination and better care for beneficiaries. Over the next year, the
Commission plans to continue its conversation about how best to proceed with this

payment reform. B
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Beneficiaries enrolled in Medicare fee-for-service (FFS)
who require posthospital care face a fragmented delivery
system that does not facilitate smooth transitions between
providers or encourage the appropriate use of services.
FFS does not provide incentives for coordinated care, even
though poorly executed transitions can put beneficiaries at
risk for readmissions, which may represent poor-quality
care and are costly to the program.

Under FES, providers are not accountable for the total cost
of services across an episode of care. Individual providers
are not required or given an incentive to consider costs
across other providers and settings in rendering care to
beneficiaries. Indeed, furnishing more physician visits or
using an additional post-acute care (PAC) setting generates
more Medicare payments. Furthermore, under Medicare’s
separate payment systems, PAC providers—skilled
nursing facilities (SNFs), home health agencies (HHAs),
inpatient rehabilitation facilities (IRFs), and long-term
care hospitals (LTCHs)—may be paid very different rates
to treat beneficiaries with similar medical conditions and
health status. Medicare’s conditions of participation and
coverage rules do not clearly delineate the types of patients
who are appropriate for some PAC settings. PAC use also
varies because some areas of the country do not have

any IRFs or LTCHs so beneficiaries living in these areas
may receive this care in SNFs or remain in an acute care
hospital. The lack of placement guidelines, the availability
of PAC providers across markets, and multiple payment
systems result in a wide variation in the use and cost of
posthospitalization care for beneficiaries in FFS Medicare.

At the same time, Medicare’s prospective payment
systems create incentives for providers to shift care to
other settings. Hospitals and PAC providers may discharge
patients to other PAC settings or home, and PAC providers
may rehospitalize patients rather than treat them in the PAC
setting to lower their own costs. According to our analysis
of 2006 Medicare data, 17 percent of beneficiaries who
were discharged to one PAC setting subsequently used a
second PAC service, but we do not know if this practice
reflects a more appropriate placement for the patient or, in
the case of episode-based or discharge-based payments, if
it is a way for a provider to lower its own costs.

In its June 2008 report, the Commission recommended
that the Congress require the Secretary to create a
voluntary pilot program to test the feasibility of bundled
payments for services around a hospitalization for select

conditions (Medicare Payment Advisory Commission
2008). Under a bundled payment, a provider or set of
providers are at risk for the care furnished across multiple
settings over some period of time after a triggering event
such as an inpatient stay. The recommendation reflected
the Commission’s concern that FFS payment fails to
encourage providers to cooperate with one another to
improve coordination of care and appropriately control the
volume and cost of services delivered across an episode
of care. The Patient Protection and Affordable Care Act
of 2010 included a provision that directed the Secretary
to test the bundling concept. In August 2011, CMS
announced an initiative to test a variety of bundle designs
(see text box, pp. 66—67).

Since its initial work on bundling, the Commission has
observed that the distortions created by FFS payment
systems underscore the urgency to reform this method

of paying providers. The Commission has focused its
bundling work on PAC because the variation in program
spending per beneficiary exceeds the variation in any
other provider sector, suggesting opportunities for
program savings if practice pattern variations are narrowed
(Medicare Payment Advisory Commission 2011). Per
person per month use of PAC services differed more

than twofold between low-use and high-use geographic
areas (10th and 90th percentiles). In contrast, inpatient
hospital and ambulatory service per capita spending varied
only 20 percent. An Institute of Medicine study found
that variation in per capita spending on PAC explained

40 percent of the variation in total Medicare per capita
spending and that utilization varied most significantly

for HHA and SNF services (Institute of Medicine 2013).
Potentially avoidable readmissions to hospitals are
another opportunity for better care coordination and lower
program spending. Risk-adjusted rates of readmission in
2010 varied 50 percent between hospitals in the lowest
decile and in the highest decile (see Chapter 4).

Bundling could achieve several goals. First, care would
be less fragmented because all providers involved in
delivering care to a beneficiary would be accountable

for all care furnished during an episode. As a result,

care coordination and quality of care could improve.
Providers would have an incentive to furnish the right mix
of services to achieve good outcomes. Although these
care coordination services might raise providers’ costs,
these costs could be offset by savings associated with
averted readmissions or less costly PAC. Second, bundling
could give providers experience managing care across a
continuum that is likely to be required in broader payment
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CMS’s Bundled Payments for Care Improvement Initiative

entities (providers or conveners of participating

providers) to develop and test four models of
bundled payments (Centers for Medicare & Medicaid
Services 2011). Model 2 and Model 3 include post-
acute care (PAC). Model 2 bundles payment for
all the services delivered during an inpatient stay,
PAC, and readmissions. This model differs from
the Acute Care Episode (ACE) Demonstration, a
prior Medicare demonstration, because it includes
postdischarge services and related readmissions;
the ACE demonstration bundled only hospital and
physician services. Model 3 bundles begin at initiation
of PAC services within 30 days after an inpatient
hospitalization and include PAC, clinically related
postdischarge services, and readmissions (Table 3-1).!
An entity could submit applications for one or more
models and, for Model 2 and Model 3, propose the
clinical conditions it would test.

In 2011, CMS launched an initiative for contracting

Under these bundled payment arrangements, the
contracting entity and its providers will be paid fee-
for-service (FFS) for all services rendered. A target
price will be established for each condition based on
the entity’s historic spending minus an agreed-upon
discount. CMS will conduct periodic retrospective
reconciliations to compare actual FFS payments with
the target price. If, during the period, aggregate FFS
payments are higher than the agreed-upon target
amount, the entity must repay Medicare. If payments
are less, the entity is paid the difference (which may
then be shared among participating providers). CMS
will also monitor aggregate Medicare Part A and Part B
FFS spending for the 30 days after the bundle period;
if spending is higher than historic spending plus a risk
threshold, the entity owes CMS the difference. This
feature is intended to prevent providers from delaying
service provision until after the bundle period as a way
to avoid the bundle’s spending limits.

In 2012, the applicants for this initiative proposed
conditions to bundle, the duration of the bundle (30
days, 60 days, or 90 days postdischarge for Model

2 and post-initiation of PAC for Model 3), a risk-
adjustment method, quality measures, the network of
participating providers and a method to share savings

with them, and any desired waivers from current
Medicare policy (such as the three-day hospital

stay requirement for Medicare coverage of skilled
nursing facility care). Technical panels reviewed all
applications. Based on the wide range of conditions
proposed by applicants, in November 2012 CMS
announced a preliminary list of 48 clinical conditions
(which include a collection of Medicare severity—
diagnosis related groups (MS—DRGs)) it would
consider for the initiative. All the clinical conditions
include the full family of MS-DRGs (with and without
complications), thus preventing an entity from opting to
test only lower severity patients within a condition.

In January 2013, 69 contracting entities (involving

357 providers) were approved (for Model 2 and Model
3) to move to the next, no-risk phase of the initiative
(Center for Medicare and Medicaid Innovation 2013,
Centers for Medicare & Medicaid Services 2013a,
Centers for Medicare & Medicaid Services 2013b).>
During this phase, entities share ideas about care
pathways and quality measures and provide feedback
to participating providers. CMS is holding several
webinars to share information about program policies
and requirements as they are decided and for entities to
share strategies with each other about how to meet the
target prices. For example, CMS is expected to identify
data requirements and design several payment-related
policies that may affect an entity’s decision to proceed
to the initiative’s financial risk phase. Either party may
decide not to enter into a project, depending on the
final details of a contract between CMS and the entity
and review by CMS’s program integrity unit. CMS
anticipates moving to the risk phase of the initiative in
October 2013.

CMS is using the no-risk phase to delineate approved
approaches to many complex features of the bundling
initiatives. CMS outlined some restrictions on
gainsharing in its request for proposals, such as basing
payments not on the volume or value of referrals but

on savings. CMS will review each applicant’s approach
to gainsharing. It is also establishing a set of quality
measures and the required patient assessment tools
entities must use, but it will not tie payments to meeting
certain minimum quality metrics. Participants will be

(continued next page)
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CMS’s Bundled Payments for Care Improvement Initiative (cont.)

Comparison of CMS’s Bundled Payment for Care Improvement
Initiative models that include post-acute care
Episode covered by Model 2 bundle: Episode covered by Model 3 bundle:
Feature Inpatient stay + PAC + readmissions Post-acute care + readmissions
Services included Furnished during the bundle period: Furnished during the bundle period:
® |npatient stay ¢ Post-acute care
e Physician services e Physician services

Related readmissions
Other Part B services

e Post-acute care

o Related readmissions
o Other Part B services

Case types Entity selects any of the 48 clinical conditions Entity selects any of the 48 clinical conditions
that make up a collection of MS-DRGs that make up a collection of MS-DRGs

Episode initiation Hospital stay Use of SNF, IRF, LTCH, or HHA services after

hospital discharge

Payment Entity is paid fee-for-service fees with a Entity is paid fee-for-service fees with a
retrospective comparison of payments to target retrospective comparison of payments to target
prices, which incorporate an agreed-upon prices, which incorporate an agreed-upon
discount. If payments are less than the target, discount. If payments are less than the target,
Medicare pays the difference to the contracting Medicare pays the difference to the contracting
entity. If payments are greater than the target, entity. If payments are greater than the target, the
the entity repays Medicare the difference. entity repays Medicare the difference.

Postepisode reconciliation If total Medicare Part A and Part B payments If total Medicare Part A and Part B payments

(30 days affer end of episode) following the episode period exceed some following the episode period exceed some
threshold, the entity repays Medicare for the threshold, the entity repays Medicare for the
excess. excess.

Expected minimum 3% for 30- and 60-day episodes; 3%

discounts to Medicare 2% for 90-day episodes

Quality measures Entity proposes measures but CMS decides on Entity proposes measures but CMS decides on
a standardized set. No pay-for-performance a standardized set. No pay-for-performance
component. component.

Note:  PAC (post-acute care), MS-DRG (Medicare severity-diagnosis related group), SNF (skilled nursing facility), IRF (inpatient rehabilitation facility), LTCH (long-
term care hospital), HHA (home health agency).

Source: Center for Medicare and Medicaid Innovation. 201 1. Bundled payments for care improvement initiative: Request for application. Available at http://
innovation.cms.gov/initiatives/bundled-payments/bpci-archive.html.

subject to all rules associated with FFS, though CMS each entity’s method for notifying beneficiaries of

is considering entities’ requests to obtain waivers its participation in the initiative and ensuring that

from certain program requirements. CMS is reviewing beneficiaries have a choice of providers. B
reforms. Last, bundling would encourage providers to behavior, such as the underprovision of care (to lower the
make clinically appropriate decisions about which patients spending for a bundle) or the provision of unnecessary
are referred to PAC, which PAC setting is used, and the initial hospitalizations (to generate new bundles).
most efficient mix of services beneficiaries receive. At Bundling could also require considerable infrastructure
the same time, depending on the policy design, bundled to implement. Design features could dampen these
payments could create incentives for undesirable provider disadvantages, as discussed throughout this chapter.
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The Commission notes that bundled payments are not

the only method to align provider incentives and increase
accountability for beneficiary care. Another promising
avenue is the accountable care organization (ACO), in
which a set of physicians (and possibly other providers)

are responsible for annual Medicare spending and quality
of care for a defined patient population. However, many
providers are not ready to participate in ACOs and

manage all services furnished by all providers to a panel

of beneficiaries over a year. For these providers, bundled
payments offer an alternative to ACOs that would instill
some accountability for the care spanning multiple providers
over a period of time and allow them to gain the experience
needed to take on the risks associated with broader payment
reforms. The Commission considers the approaches
complementary. Both require providers to consider the
care furnished within and extending beyond their “four
walls.” Bundled payments also require implementation of a
common patient assessment tool across settings (or adding
common elements to existing tools), including assessments
at a patient’s discharge from the hospital. A tool such as
the Continuity Assessment Record and Evaluation could
facilitate more accurate risk-adjusted payments and fair
comparisons between beneficiaries treated in different
settings but would not, by itself, result in more appropriate
use of PAC settings.

lllustration of how services could be

bundled

The Commission has discussed various design aspects

to bundle services that include PAC—the services in

the bundle, the duration of the bundle, how entities
would be paid, and the incentives required to encourage
more efficient provision of care. Each decision involves
trade-offs between increasing the opportunities for care
coordination and requiring providers to accept risk for
care beyond what they furnish. To illustrate the trade-
offs inherent in these design decisions, we selected a
design consistent with the Commissioners’ discussion of
bundles that include more services over a longer period
of time rather than fewer services over a shorter period of
time. We also considered a design that does not require
providers to have an infrastructure to make and receive
payments for other providers. Clearly, there are other
possible designs with different strengths and weaknesses.
We use this bundle design to frame a conversation about
how best to proceed with this potential payment reform.

The illustration considers services furnished during an
initial hospital stay and spanning 90 days after discharge.
The example design includes the initial hospital stay,
potentially avoidable readmissions, any PAC, and
physician services furnished during the hospital and
institutional PAC stays (in SNFs, IRFs, and LTCHs).
Services excluded from the bundle would continue to be
paid FFS. To minimize the infrastructure required if one
provider or entity received an all-inclusive amount (which
would be disbursed to providers that furnished services
during the bundle), we assumed that providers would
continue to receive FFS-based payments from CMS. To
create incentives for providers to lower their spending for
the episode, this illustration has CMS comparing average
episode spending over some period of time (such as a
year) with a benchmark set for each condition. If providers
kept their average spending below the benchmark, CMS
would return some portion of the “savings” (the difference
between the benchmark and average payments) to each
provider. If actual spending is above the benchmark, all
providers would be at risk for all or some portion of the
amount above it.

Throughout this illustration, many of our analyses focused
on 10 conditions with high rates of PAC use (i.e., relative
to other conditions) and, at discharge from the acute care
hospital, the beneficiaries went to a broad mix of PAC
settings (see text box, p. 70-71). We focused on bundles
that include PAC because of the large variation in spending
for these services (Table 3-2). Across the 10 conditions,
interquartile spending on PAC services varied fourfold,
with medical conditions generally exhibiting more
variation than surgical ones.

The selected conditions include surgical and medical
conditions. The 10 conditions accounted for 23 percent

of all hospital episodes (90-day bundles that include the
initial hospital stay, potentially avoidable readmissions,
PAC, and physicians’ services furnished during
institutional care—hospitals, SNFs, IRFs, and LTCHs) and
15 percent of all FFS spending. Bundled payments with
this design for all conditions would encompass over half
(56 percent) of FFS spending.

Scope of services to include in the bundle

The first design decision centers on the services to include
in the bundle. Bundles that include more services would
require providers to be accountable for a wide range of care,
thereby creating greater incentives for care coordination
than narrowly defined bundles. Providers would be at risk
for the cost and quality of services they do not directly
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Spending on post-acute care during 90-day bundles varies more than
fourfold for 10 conditions that frequently involve this service use

Episode spending
Ratio of
Medical or Number of 25th 75th 75th to 25th

Condition surgical episodes Mean  percentile percentile percentile
Stroke Medical 10,740 $20,411 $6,856 $30,300 4.4
Simple pneumonia & pleurisy Medical 20,780 10,567 2,787 15,082 5.4
Coronary bypass w/ cardiac catheterization Surgical 2,276 6,539 1,887 7,957 4.2
Heart failure & shock Medical 15,376 9,301 2,319 12,379 53
Major small & large bowel procedures Surgical 6,180 8,169 2,176 10,528 4.8
Maijor joint replacement Surgical 29,627 9,752 4,006 13,277 3.3
Hip & femur procedures except

major joint replacement Surgical 7,814 22,052 13,244 30,045 2.3
Fractures of hip & pelvis Medical 2,066 17,392 9,044 23,854 2.6
Kidney & urinary tract infections Medical 10,133 13,048 3,909 19,771 5.1
Septicemia without ventilator 96 + hours Medical 4,961 13,532 3,861 20,116 52
Average for 10 conditions 4.3

Note:  Post-acute care (PAC) includes services furnished by home health agencies, skilled nursing facilities, inpatient rehabilitation facilities, and long-term care hospitals.
We risk adjusted spending using Medicare severity—diagnosis related groups (MS-DRGs) and standardized payments for differences in wages and special
payments, such as teaching, disproportionate share, and outlier payments. Episodes were initiated by a hospital stay with an admission date from January 1,
2007, through August 31, 2008. Spending for 90-day inpatient hospital-post-acute care bundles includes payments for initial hospital stay, post-acute care,
potentially preventable readmissions, and the physician services furnished during the hospital and institutional PAC stays. Data shown are for MS-DRG acuity level

1 (no complications or comorbidities) bundles.

Source: Analysis of 5 percent 2007 and 2008 claims data prepared for MedPAC by 3M Health Information Systems.

furnish. For example, in a bundle that spans inpatient
hospital, PAC, and readmissions (referred to as a combined
hospital-PAC bundle), providers would have strong
incentives to coordinate care across PAC settings, carefully
manage care transitions, and refer beneficiaries to providers
that minimize the risk of readmissions. The style of practice
encouraged would be in sharp contrast to the current FFS
environment, in which acute care hospitals generally do

not track what happens to patients once they are discharged
and, except in integrated systems, do not have a financial
stake in which setting is selected and the amount of services
furnished to patients after they are discharged.

A PAC-only bundle would establish one payment to span
PAC (HHA, SNF, IRF, and LTCH) services and possibly
readmissions. Hospitals or physicians would have no
direct incentive to refer patients to PAC or to specific PAC
settings. Because their incentives would not be aligned
with those for the PAC providers, there could be more
checks on the appropriateness of PAC use. At the same
time, PAC providers would encourage physicians and
discharge planners to refer beneficiaries to PAC, which
could generate unnecessary care. PAC-only bundles
could be more appealing to PAC providers who may have

limited experience managing acute care, especially since
the initial hospital stay makes up a large portion of bundle
spending. However, because providers would have less
incentive to coordinate care between the hospital and PAC
settings, PAC-only bundles may not achieve the levels of
care coordination of broader bundles.

There are two reasons to consider combined hospital-PAC
bundles. First, even among conditions with high PAC use,
not all beneficiaries use care after hospitalization, and

the share using PAC is highly variable. The vast majority
of episodes for orthopedic conditions includes PAC, but
the use in other conditions is generally lower. Fewer than
half of the episodes for four medical conditions include
PAC. Separate PAC-only bundles could encourage PAC
use, even when it is not medically necessary, because
hospitals and physicians are not financially liable for

the spending on these services. PAC providers would

be keen on generating volume by working with hospital
discharge planners to identify beneficiaries who are
likely candidates to receive PAC. Yet, even for conditions
with relatively high PAC use, beneficiaries’ use of these
services is not universal, suggesting that PAC use could
increase for beneficiaries with many common conditions.
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Commiission’s analysis of bundled payment designs

To examine the alternative designs for bundled
payments, the Commission contracted with 3M
Health Information Systems. Bundles spanning
30 days and 90 days were constructed for various
scopes of service initiated by a hospital stay between
January 1, 2007, and August 30, 2008 (3M Health
Information Systems 2013a). The analyses included
beneficiaries at all severity levels and those whose stays
qualified for outlier payments. The analyses excluded
beneficiaries who died during the hospital stay or
bundle period. We examined the following bundle
designs:

* inpatient hospital-post-acute care (PAC) bundles
that include the inpatient stay, PAC services (home
health agency (HHA), skilled nursing facility
(SNF), inpatient rehabilitation facility (IRF),
and long-term care hospital (LTCH)), physician
services during any hospital stays and institutional
PAC stays (IRF, SNF, and LTCH), and hospital
readmissions;

*  PAC-only bundles that include formal PAC services
(HHA, SNF, IRF, and LTCH), the physician
services furnished during institutional PAC
stays, and spending associated with readmissions
(hospital and physician services); and

*  bundles that included and excluded potentially
preventable readmissions, using 3M’s definition
and methodology (Goldfield et al. 2008).

Medicare spending was standardized to adjust

for differences in wages and special payments for
teaching hospitals, disproportionate share hospitals,
and outliers. Spending was risk adjusted using the
Medicare severity—diagnosis related groups (MS—
DRGs) to account for differences in clinical severity
across patients during their hospital stays. Episodes
were assigned to base diagnosis related groups and
acuity levels using MS—-DRGs. Acuity level 1 identifies
episodes without a major complication or comorbidity
(MCCQ); acuity level 2 includes episodes with an MCC.
A base MS—DRG was split into the two acuity levels
even if the standard MS-DRGs used by Medicare
were not differentiated by the presence of an MCC.

To simplify the display of our results, we present our
analyses of acuity level 1 episodes, but the trends were
similar for acuity level 2 episodes.

We included physician services provided during the
initial hospital stay, readmissions, and institutional PAC
stays. The inclusion of physician services in the bundle

is designed to encourage greater collaboration among
physicians providing care to a beneficiary to improve
quality outcomes and efficiency. Although institutional
PAC settings have formal relationships with the
physicians who practice in these settings, HHAs may not.

(continued next page)

For the 10 conditions with relatively high PAC use, the
share of hospital stays that led to PAC varied from 36
percent (beneficiaries with pneumonia) to 94 percent (for
beneficiaries recovering from hip and femur procedures
except major joint replacement) (Table 3-3, p. 72). The
use of PAC greatly increased average episode spending.
Across the 10 conditions, spending for episodes with PAC
was 2.6 times the spending for episodes without PAC. PAC
made up more than one-third of the bundle spending on
average and accounted for more than half the spending for
three conditions (stroke, hip and femur procedures except
major joint replacement, and fractures of hip and pelvis).

A second reason to design combined hospital-PAC
bundles is to narrow the variation in the PAC settings

used by similar patients. Currently, hospitals, physicians,
and PAC providers have no incentive to work with
beneficiaries to make cost-effective PAC placement
decisions. Several studies have found that PAC placements
reflect factors such as the number and mix of providers

in a market, proximity of the discharging hospital to PAC
providers, and whether the hospital has PAC providers

in its system (Assistant Secretary for Planning and
Evaluation 2008, Buntin et al. 2005, Medicare Payment
Advisory Commission 2007). A combined hospital-PAC
bundle would help engage discharging physicians to make
medically appropriate, cost-effective PAC placement
selections.
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Commiission’s analysis of bundled payment designs (cont.)

To simplify the analyses, we included the spending on
PAC services initiated (but not necessarily concluded)
during 90-day windows. This approach avoids having
to prorate spending for services that extend beyond

the bundle window. Although many beneficiaries also
use outpatient services (such as radiology, laboratory,
and physical therapy services), we excluded them in
the illustrative model to limit the number of providers
whose care would need to be coordinated to keep
spending under the benchmark, which would ease
implementation. The bundles also exclude program
spending on outpatient prescription drugs (Part D) but
do include drugs delivered in hospitals and institutional
PAC settings (SNFs, IRFs, and LTCHs). Including
spending on outpatient prescription drugs would

be complicated by the fact that not all beneficiaries
participate in Part D. We do not know the bias that
would be introduced by having data on only a subset of
beneficiaries.

Bundles that included readmissions were constructed
using potentially preventable readmissions (Goldfield
et al. 2008). Only those readmissions that were
potentially preventable were included in the bundle. If
a readmission that was not preventable occurred during
the 90-day period after the initial hospital discharge, the
episode was terminated and excluded from the analysis.
The readmission that was not preventable could then
initiate a new episode. Where indicated, to assess their

effect on our ability to predict bundle spending, some
analyses exclude all readmissions.

To compare the ability of the bundle design to explain
the variation in resource use (as measured by charges)
and spending across episodes, episodes were risk
adjusted using MS—-DRG:s, clinical risk groups (CRGs),
and functional status. CRGs account for differences

in the chronic illness burden of patients at the time of
the discharge from the hospital, using the diagnostic
and procedure information gathered from hospital and
physician claims during the year before the episode
(Hughes et al. 2004). For episodes that included home
health, SNF, or IRF services, functional and cognitive
status information at admission to PAC was used to
evaluate the ability of functional status to explain
differences in resource use in the bundle. Patient
information from the three assessment instruments (the
IRF-Patient Assessment Instrument, the SNF Minimum
Data Set, and the HHA Outcome and Assessment
Information Set) was standardized and grouped into
ranges of low, medium, and high impairment for four
functional domains: mobility, self-care, incontinence,
and cognitive reasoning (3M Health Information
Systems 2013b, Mallinson et al. 2012). According

to the level of functional status in each of the four
domains, beneficiaries were assigned to one of the

nine composite functional categories that represent

the extent of overall beneficiary functional status
impairment (3M Health Information Systems 2013b). B

Selection of the PAC setting has significant implications
for bundle spending. For the 10 conditions we examined,
spending for beneficiaries who first used IRFs was 30
percent higher on average than for those who first used
SNFs (Table 3-4, p. 72). Spending for beneficiaries
discharged to SNFs was on average more than double that
for those who first received HHA services.

Medicare’s Post-Acute Care Payment Reform
Demonstration examined outcome differences in patients
across PAC settings. It found no differences in mobility
outcomes for beneficiaries using different PAC settings
and small differences in the self-care function. This
overlap in patients across settings suggests that some shifts
in service use would not necessarily lower the quality of

care (Gage et al. 2011). However, not all beneficiaries
could be shifted to lower cost settings. For example,
beneficiaries without adequate support at home or residing
in nursing homes would not be candidates for home health
care. Likewise, complex patients receiving rehabilitation
services may not be appropriate for SNF care.

Include or exclude readmissions in the
bundle

The definition of the bundle also needs to specify whether
readmissions are included or excluded. In our illustration,
in bundle designs that include readmissions, we consider
potentially preventable readmissions (PPRs). PPRs

hold providers accountable for those readmissions that

MECIpAC
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Spending is considerably higher for bundles that include post-acute care

Mean episode spending Ratio of spendin PAC spendin
Percent for episodes witf as a share o
using With any  Without any PAC to episodes total episode
Condition PAC PAC PAC without PAC spending
Stroke 64% $30,770 $8,534 3.6 57%
Simple pneumonia & pleurisy 36 20,522 7,555 2.7 31
Coronary bypass w/cardiac catheterization 58 45,213 37,134 1.2 9
Heart failure & shock 43 21,219 8,828 2.4 28
Maijor small & large bowel procedures 37 32,110 18,661 1.7 13
Maijor joint replacement 82 24,691 14,162 1.7 37
Hip & femur procedures except
major joint replacement 94 36,633 12,860 2.8 63
Fractures of hip & pelvis 90 24,025 5,671 4.2 65
Kidney & urinary tract infections 49 21,464 6,381 3.4 31
Septicemia without ventilator 96+ hours 48 27,585 11,331 2.4 30
Average for 10 conditions 60 2.6 36

Note:  PAC (post-acute care). Post-acute care includes services furnished by home health agencies, skilled nursing facilities, inpatient rehabilitation facilities, and long-term
care hospitals. Episodes were initiated by a hospital stay with an admission date from January 1, 2007, through August 31, 2008. We risk adjusted spending
using Medicare severity—-diagnosis related groups and standardized payments for differences in wages and special payments, such as teaching, disproportionate
share, and outlier payments. Spending for 90-day inpatient hospital-post-acute care bundles includes payments for initial hospital stay, post-acute care, potentially
preventable readmissions, and the physician services furnished during the hospital and institutional PAC stays. Data shown are for Medicare severity—diagnosis
related group acuity level 1 (no complications or comorbidities) bundles.

Source: Analysis of 5 percent 2007 and 2008 claims data prepared for MedPAC by 3M Health Information Systems.

TABLE

3-4 Mean bundle spending varies considerably by first post-acute care site used
First post-acute care site used Ratio of Ratio of
IRF to SNF SNF to HHA
Condition HHA SNF IRF spending spending
Stroke $13,344 $33,266 $40,881 1.2 2.5
Simple pneumonia & pleurisy 12,403 26,597 39,166 1.5 2.1
Coronary bypass w/ cardiac catheterization 39,708 52,554 60,677 1.2 1.3
Heart failure & shock 13,881 30,984 45,516 1.5 2.2
Major small & large bowel procedures 25,658 39,443 48,933 1.2 1.5
Maijor joint replacement 17,712 28,013 32,891 1.2 1.6
Hip & femur procedures except major joint replacement 17,177 38,324 40,770 1.1 2.2
Fractures of hip & pelvis 9,980 26,947 32,200 1.2 2.7
Kidney & urinary tract infections 11,597 27,613 37,739 1.4 2.4
Septicemia without ventilator 96 + hours 16,516 32,961 47,081 14 2.0
Average for 10 conditions 1.3 2.1

Note:  HHA (home health agency), SNF (skilled nursing facility), IRF (inpatient rehabilitation facility). Post-acute care includes services furnished by home health agencies,
skilled nursing facilities, inpatient rehabilitation facilities, and long-term care hospitals. Episodes were initiated by a hospital stay with an admission date from
January 1, 2007, through August 31, 2008. We risk adjusted spending using Medicare severity—diagnosis related groups (MS-DRGs) and standardized payments
for differences in wages and special payments, such as teaching, disproportionate share, and outlier payments. Spending for 90-day inpatient hospital-post-acute
care bundles includes payments for initial hospital stay, post-acute care, potentially preventable readmissions, and the physician services furnished during the
hospital and institutional post-acute care stays. Data shown are for MS-DRG acuity level 1 (no complications or comorbidities) bundles.

Source: Analysis of 5 percent 2007 and 2008 claims data prepared for MedPAC by 3M Health Information Systems.
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m Lowering readmissions presents a savings opportunity

Ratio of
spending for
episodes with
readmissions to

Mean episode spending Readmissions

spending as a
share of total

Readmission With Without those without episode

Condition rate readmissions readmissions  readmissions spending*
Stroke 16% $38,078 $19,824 1.9 26%
Simple pneumonia & pleurisy 17 $24,974 9,722 2.6 42
Coronary bypass w/cardiac catheterization 18 $55,591 38,840 1.4 22
Heart failure & shock 28 $24,900 10,003 2.5 26
Major small & large bowel procedures 14 $38,297 21,095 1.8 32
Maijor joint replacement 8 $40,172 21,313 1.9 27
Hip & femur procedures except major joint 15 $49,517 32,707 1.5 24
Fractures of hip & pelvis 13 $34,550 20,335 1.7 27
Kidney & urinary tract infections 18 $25,511 11,183 2.3 38
Septicemia without ventilator 96+ hours 20 $33,985 15,447 2.2 36
Average for 10 conditions 17 2.0 30

Note:  Spending for 90-day inpatient hospital-post-acute care bundles includes payments for initial hospital stay, post-acute care, and the physician services furnished during
the hospital and post-acute care stays. The bundles that include readmissions also include the spending for the hospital readmission and physician services during the
readmission. Episodes were initiated by a hospital stay with an admission date from January 1, 2007, through August 31, 2008. We risk adjusted spending using

Medicare severity-diagnosis related groups (MS-DRGs) and standardized payments for differences in wages and special payments, such as teaching, disproportionate
share, and outlier payments. Readmission rates are for potentially preventable readmissions. Data shown are for MS-DRG acuity level 1 bundles.

* Spending on readmissions was calculated for episodes that include readmissions.

Source: Analysis of 2007 and 2008 5 percent claims data prepared for MedPAC by 3M Health Information Systems.

they should be able to avert with adequate primary and
outpatient care. However, PPRs could encourage shifts

in providers’ coding of diagnoses to avoid including a
readmission in the bundle. Using an all-cause measure
would increase the readmissions that providers would

be at risk for but would counter any incentive to change
coding practices. There is considerable overlap in the two
measures. PPRs account for about 80 percent of all-cause
readmissions (see Chapter 4).

If PPRs were excluded from the bundle, hospitals
would continue to be paid separately for readmissions.
In this scenario, it would make sense to extend the
current hospital readmission reduction policies to all
PAC providers so that they share the responsibility for
readmissions.?> Readmission reduction policies similar
to those that began in October 2012 for hospitals would
be applied to PAC providers with high readmission
rates during a year. This past year, the Commission
recommended that SNFs be held accountable for
readmissions that occur during SNF stays and noted that it
would consider similar policies for other PAC settings.

Alternatively, including readmissions in the bundle would
give providers a strong incentive to coordinate care across
all settings. All providers, not just hospitals, would share
in the responsibility for readmissions because the bundle
would include the cost of readmissions. Because hospitals
would already be at risk for readmissions, the conditions
with bundled payments would be excluded from the
hospital readmission policy. Otherwise, hospitals could
face two penalties if their readmission rates were high:
They would be at financial risk for the readmission and the
cases would count in calculation of their readmission rate.

Including readmissions in the bundle represents an
opportunity for providers to lower their total bundle
spending. Across the 10 conditions examined, 17 percent
of beneficiaries without complications or comorbidities
(acuity level 1) on average were readmitted during a 90-
day period after the initial hospital stay (Table 3-5). Across
the 10 conditions, bundles with readmissions were on
average twice as costly as those without them. While other
factors also contributed to the episodes’ higher spending,
readmissions made up 30 percent of the spending for
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Spending included in 90-day
bundles is not proportionately greater
than 30-day bundle spending

TABLE
3-6

%0 dShure of
inclodod a0

Condition 30-day bundle
Stroke 77%
Simple pneumonia & pleurisy 80
Coronary bypass w/cardiac catheterization 96
Heart failure & shock 74
Major small & large bowel procedures 93
Maijor joint replacement 92
Hip & femur procedures except

maijor joint replacement 74
Fractures of hip & pelvis 74
Kidney & urinary tract infections 72
Septicemia without ventilator 96+ hours 78
Average for 10 conditions 84

Note:  Spending for bundles includes payments for the initial hospital stay,
post-acute care, potentially preventable readmissions, and the physician
services furnished during the hospital and institutional post-acute care
stays. Post-acute care refers to home health care, skilled nursing facilities,
inpatient rehabilitation facilities, and long-term care hospitals. Episodes
were initiated by a hospital stay with an admission date from January
1, 2007, through August 31, 2008. We risk adjusted spending using
Medicare severity-diagnosis related groups (MS-DRGs) and standardized
payments for differences in wages and special payments, such as
teaching, disproportionate share, and outlier payments. Readmission rates
are for potentially preventable admissions. Data shown are for MS-DRG
acuity level 1 bundles.

Source: Analysis prepared by 3M Health Information Systems for MedPAC using
2006-2008 Medicare claims data.

bundles with readmissions. Because readmission rates vary
by PAC setting, bundled payments may also encourage
entities to use PAC settings with low readmission rates,

all else being equal.* Beneficiaries who did not use PAC
had considerably lower readmission rates (on average 10
percent) than beneficiaries who did.

Duration of the bundle

The length of the bundle establishes the number of days
when service utilization will be included. There are
advantages and disadvantages to each bundle length,
with an inherent trade-off between holding providers
responsible for more services (i.e., over a longer period
of time) and the likelihood that services furnished at the
end of the bundle period will be unrelated to the original
hospital stay. Bundles of relatively short duration, such
as 30 days, hold providers accountable for services

most likely related to the principle reason for the initial
hospitalization. Given the long duration of much PAC,
short bundles will require a decision about how to consider
the costs of PAC services that have been initiated but not
completed during the time period.

Long bundles create strong incentives to coordinate

care and give providers flexibility to consider the

mix and timing of services they furnish. They also
accommodate the variation in recuperation times required
by beneficiaries to reach similar outcomes. Long bundles
more closely mirror the duration of PAC use: One-third
of SNF stays are more than 30 days long, and over half of
beneficiaries who use home health services receive care
that spans 45 days or more. However, long bundles may
include care at the end of the period that is unrelated to the
original hospital stay.

Long bundles require providers to assume greater financial
risk because costs and readmissions are more variable with
longer episodes (Dobson et al. 2012). However, the added
risk is not proportional to the expansion of the time frame.
Bundle lengths three times as long do not triple bundle
spending. Most 90-day spending was incurred within the
first 30 days after hospital discharge (Table 3-6). These
results are consistent with another study that found that,

as episode lengths increase, the variation in costs and
readmissions (and hence associated risk) did not increase
proportionally (Gage et al. 2009, Sood et al. 2011).

Whatever the bundle length, providers would have an
incentive to delay care until after the bundle period has
ended. As a result, CMS will need to adopt policies

to discourage these delay tactics. In CMS’s bundling
initiative, spending during the 30 days after the bundle has
ended will be compared with aggregate historic spending
trended forward. Providers will be at risk for spending
above some threshold. Providers that systematically delay
medically necessary readmissions until after the bundle
period has ended will be at financial risk if their spending
in the postbundle period is substantially higher than
expected.

Bundle designs differ in the variation in
s%ending they introduce and shape our
ability to account for the variation in
resource use

Bundle designs differ in the variation in spending across
episodes and how much of the variation can be predicted
using MS—-DRGs and CRGs. Short bundles that include
fewer services display less variation, which is easier to
predict (have higher %) than longer bundles that include
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TABLE
3-7

Comparison of ability to predict resource use at
episode level, by bundle definition across all MS-DRGs

Inpatient hospital-PAC bundle PAC-only bundle

With Without With Without
Bundle length readmissions readmissions readmissions readmissions
30 days 39% 43% 8% 17%
90 days 34 42 8 16

Note: MS-DRG (Medicare severity—diagnosis related group), PAC (post-acute care). Resource use was measured using charges. Predictive ability was measured with r2.
Post-acute services include services furnished in skilled nursing facilities, home health care, inpatient rehabilitation facilities, and long-term care hospitals. Spending
for inpatient hospital-PAC bundles includes payments for the initial hospital stay, post-acute care, potentially preventable readmissions, and the physician services
furnished during the hospital and institutional PAC stays. Spending for PAC-only bundles includes payments for post-acute care, potentially preventable readmissions,
and the physician services furnished during the hospital readmission and institutional PAC stay. Inpatient hospital-PAC bundles were initiated by a hospital stay
with an admission date from January 1, 2007, through August 31, 2008. We risk adjusted spending using MS-DRGs and patient comorbidities (using clinical risk
groups) and standardized payments for differences in wages and special payments, such as teaching, disproportionate share, and outlier payments. Data shown
are for MS-DRG acuity level 1 bundles.

Source: Analysis prepared by 3M Health Information Systems for MedPAC using 2006-2008 Medicare claims data.

more services. We used charges to gauge resource use
because they generally reflect patient complexity: Sicker
patients use more services. Although payments instead
of charges would give a better indication of how well the
bundle design would fit the variation in bundle spending,
the explanatory power is dominated by the circularity of
using MS-DRGs to explain hospital spending, which is
a large component of the combined hospital-PAC bundle
spending.

Short (30-day) bundles explain slightly more of the
variation in charges than long ones (90-day). Bundles

that include hospital and PAC accounted for more of the
variation than PAC-only bundles, in large part reflecting
less well-developed risk-adjustment methods for PAC
(Table 3-7). Including readmissions increases the
variation in spending and lowers the /2, capturing the fact
that readmissions are relatively infrequent but costly when
they occur.

In selecting a bundle design, policymakers will need to
consider the inherent trade-off between designs with
strong incentives to coordinate care across settings and
the variation in spending inherent in longer bundles that
include more services. The bundle design with the highest
explanatory power incorporates weaker incentives to
coordinate care and share accountability across providers
compared with more inclusive, longer bundles. Still,

the explanatory power of the design with the strongest
incentives (90-day combined hospital-PAC bundle that
includes readmissions) is comparable to the diagnosis

related group payment bundle and the per capita payments
in Medicare Advantage.

We also examined the number of episodes an entity would
need for the payments to be reasonably accurate for most
bundles (referred to as a power calculation). Given the
extent of variation in spending across episodes, the power
calculation determines the number of episodes an entity
would have to provide to be confident that the difference
between its spending and national average spending was
not due to chance. Across the 10 conditions, an entity
would need to treat 150 cases for its spending to be within
10 percent of the national average spending for 90 percent
of its episodes. Most hospitals (85 percent) paid under the
inpatient prospective payment system treat this many cases
(in these 10 conditions) a year, including rural hospitals.
Because of the higher variation in PAC spending, the
counts would be higher for PAC providers.

How to pay providers and encourage cost-
effective care

In a bundled approach, one entity could be paid an all-
inclusive amount to cover all services, or payments to
individual providers could continue on an FFS basis. Each
option has its advantages and disadvantages. To encourage
providers to lower their spending per episode, CMS could
establish benchmarks for each condition and compare
them with actual average spending. In one version of this
comparison, CMS could withhold a small amount from

its payments to providers and, depending on average
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episode spending, return the withheld amounts (in the

case of below-average spending) or keep it (in the case of
above-average spending). Alternatively, CMS could take a
shared-risk approach, in which providers would be at risk
for or share in the savings from average spending that is
over or under the benchmark. With either option, providers
would have an incentive to keep their average spending
below the benchmark.

Options to pay providers

There are two basic ways providers could receive their
Medicare payments. In one, an entity (such as the hospital
providing the initial hospitalization or a third-party entity)
could receive an all-inclusive amount to cover all care
furnished during the bundle. The receiving entity would

be responsible for paying all providers furnishing care to
the beneficiary during the bundle window. This approach
would require the entity to have an infrastructure sufficient
to receive a lump-sum payment for an episode and, in

turn, make payments to other providers. With one entity
“in charge” of the episode, this approach may be more
successful at achieving benchmark spending and providing
a structure for coordinating care. However, many, if not
most, providers are not ready to accept this level of financial
risk, nor do they have the administrative infrastructure
necessary to make payments to other providers.

Alternatively, Medicare could continue to pay each
provider under its FFS systems, but the payment levels
would be modified (see discussion on p. 80). For example,
CMS would pay the hospital for the initial stay and

any readmissions that occur, and CMS would pay PAC
providers for the PAC services furnished. One refinement
to this FFS-based approach could be to convert the
discharge-based and episode-based PAC payments to a
per day payment, so that PAC spending is not so “lumpy.”
For example, an HHA would receive a payment for each
visit or day of home health care rather than a full 60-day
episode payment. This refinement would allow providers
to select an appropriate mix of PAC services without
payments being made for such large units of service (HHA
episodes or discharges from IRFs or LTCHs).

The advantage of the FFS-based bundle is that it does not
require a single entity to receive payment for a collection
of services, establish rates for other providers, and
administer payments to them, thus making it practicable
for most providers. It also avoids the thorny policy issues
of how to attribute responsibility for episodes (since all
providers share it) and which provider would receive the
bundled payment (Hussey et al. 2009, Pham et al. 2010).

Such implementation issues could thwart efforts to move
this payment reform forward. An FFS-based approach is
consistent with CMS’s bundling initiative and Medicare’s
payments made to providers participating in ACOs. The
disadvantage of this approach is that it could continue to
encourage unnecessary service provision, depending on
the incentives established for providers to keep their total
spending below benchmarks. Therefore, it represents a
modest improvement over current FFS.

Options to encourage spending below the
benchmark

Under either approach to paying providers (a lump-sum
payment to one entity or continued FFS payments to all
providers), CMS could use a couple of different methods
to encourage providers to keep their average episode
spending below the benchmark. In one method, a small
amount would be withheld from each provider’s payments
(from the hospital, PAC providers, and physicians),
retained if the average episode’s spending exceeded the
benchmark, and returned if average episode spending was
below it. Each provider would be at risk for the amount
withheld from its FFS payment if average total episode
spending exceeded the benchmark but would continue

to be paid for services furnished. In a second method,

all providers would share in the savings that result from
below-benchmark spending and be at risk for spending
above the benchmark. For example, if providers kept their
average total episode spending below the benchmark,
they would receive some share of the difference between
their average spending and the benchmark. An individual
provider’s share of the savings could be proportional to
its share of total episode spending. Under a shared-risk
approach, a provider’s rewards and losses are potentially
larger than under a withhold approach, depending on

the size of the withheld amount. A shared-risk approach
could require lower benchmarks to “finance” the rewards.
Regardless of the approach, the policymakers will need to
decide whether the risks and rewards are symmetric.

When providers’ payments exceed the benchmarks, CMS
could use a couple of different ways to recoup funds. In
one, withholds do not have to be paid back by providers
when the benchmark is exceeded. Providers would forfeit
the withheld amounts but their losses would be limited to
the withheld amounts since they would continue to be paid
the FFS-based payments (minus the withheld amounts).
The program would continue to pay for services above

the benchmarks, but its risk would be limited because the
amounts withheld would help underwrite the additional
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spending above the benchmarks. Alternatively, each
provider could be required to establish an irrevocable line
of credit or escrow account with funds to cover a certain
level of risk. CMS is using this approach in the ACO and
bundling initiatives.

Either method (withholds or shared risk) should tie
performance to the quality of care providers furnish.
Under value-based purchasing, providers would have

to keep their average total episode spending below the
episode benchmark and meet certain minimum quality
standards to receive the withheld amount or share in the
savings achieved. Medicare is using this approach in the
ACO shared savings program.

The success of any bundle design will pivot on whether
providers accept the challenge to change the way they
deliver care. At the heart of bundled payments is a
collective incentive to do better—keep spending below

a benchmark and achieve good patient outcomes. While
collective incentives did not spark changes in physician
behavior under the sustainable growth rate system, we
think bundled payments differ in significant ways. Most
importantly, bundled payments require collaboration
among providers who know each other to jointly manage
care. Future referrals for business will require providers
to interact to achieve good results for an episode of care.
Further, under the designs we discuss, there will be
financial pressure on each provider to lower spending and
achieve good outcomes. Otherwise, their payments will be
lower than they currently are under FFS.

Options to counter the incentive to stint on
care

Like any capitated or prospective payment system,
bundled payments create an incentive to furnish fewer
services than medically necessary or to use low-cost
settings even if another setting is more appropriate. As
such, without proper safeguards, a bundled payment puts
beneficiaries at risk for underprovision of care or for
referrals to PAC settings based on cost, not a beneficiary’s
care needs. Options to limit this behavior include:

*  Continue to pay providers FFS. A provider is paid
only if it furnishes care. If a patient has high care
needs, the provider is paid for the care.

*  Place all providers at financial risk for hospital
readmissions by including readmissions in the bundle.
If underfurnishing care raises readmission rates, this
strategy will work against providers. They may opt to

furnish care coordination services if the services lower
the risk of readmissions or allow beneficiaries to be
safely placed in lower cost settings.

e Compare the providers’ average spending for episodes
treated during a period of time (such as quarterly or
annually) with benchmarks. Comparisons would not
be made for individual cases, thus avoiding incentives
to underfurnish care for a given episode. A provider
can afford to refer beneficiaries to high-cost settings
(IRFs and LTCHs) without necessarily incurring a loss
in the aggregate. The benchmark would include some
use of these services.

e Tie rewards to meeting minimum quality requirements
and keeping spending below the benchmarks.

The Commission supports performance measurement
programs that focus on a relatively small set of measures
with an emphasis on outcomes (Medicare Payment
Advisory Commission 2010, Medicare Payment Advisory
Commission 2005). Quality measures to detect stinting
on services could include rates of potentially avoidable
hospital readmissions and emergency department (ED)
visits as well as changes in functional status (see text box,
pp. 78-79). Avoidable readmissions and ED visits can

be indicators of poor quality of care, such as inadequate
communication between the discharging hospital and
admitting PAC provider during care transitions, selection
of an inappropriate PAC setting for a clinically complex
patient, and lack of timely access to follow-up physician
care.

The ability to risk adjust quality measures is critical to
assuring providers that their relative performance will
not be affected by the clinical complexity of the patients
they serve. For functional status, risk adjustment should
compare actual change relative to expected change, given
the type of patient treated. For patients with chronic
diseases such as diabetes and congestive heart failure,
the best possible outcome may be stabilizing physical

or cognitive functioning; for patients recovering from
orthopedic procedures, the expected outcome will be
improvement in mobility. CMS is planning to use a
shortened version of the Continuity Assessment Record
and Evaluation tool in its bundling initiative to gauge
changes in PAC patients’ physical and cognitive function
(Center for Medicare and Medicaid Innovation 2013).

In addition, CMS could consider comparing groups

of providers with a similar share of poor Medicare
beneficiaries as a way to adjust for socioeconomic status.
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Quality measures to consider for bundled payments

undled payments contain certain financial
B incentives that could influence provider

behavior and lead to compromised patient care.
Providers could, for example, reduce the amount of
resources used for direct patient care during the bundled
payment period (i.e., stinting), inappropriately shift the
timing of care delivery outside the bundled payment
period when fee-for-service payment policies would
apply, or increase hospital admissions to generate
payments. To monitor and counter these potential
unintended consequences, CMS would need to focus
on a limited set of quality and utilization measures and
eventually require providers to meet a minimum level
of performance on them. These measures could be
added to existing conditions of participation.

To develop a short list of measures (Table 3-8), we
analyzed recent reports on post-acute care and long-
term care performance measurement from the National
Quality Forum’s Measure Applications Partnership and
the Long-Term Care Quality Alliance and the tentative
set of quality measures that CMS is considering for the
initial implementation phase of its bundling initiative
(Center for Medicare and Medicaid Innovation 2013,
Long-term Quality Alliance 2011, National Quality
Forum 2012).° The measures fall into five broad
categories to monitor: stinting on care, cost shifting
outside the bundle period, increase in the number of
bundles, care coordination and transitions, and patient
experience. All measures can be calculated with
currently available data collection methods. B

(continued next page)

Option to dampen the incentive to increase
hospital admissions

With more dollars at stake, bundling could encourage
hospital admissions for treatment that could have been
delivered in a less intensive setting, such as managing care
for beneficiaries with congestive heart failure or treating
urinary tract infections. A beneficiary may require acute-
level services but only because adequate primary care was
not provided previously or the patient did not appropriately
manage his or her condition. These unnecessary
admissions can jeopardize patients’ health—raising their
risk, for example, of infection, medication error, and
pressure sore injuries—and reduce their independence and
functional ability associated with extended hospital stays.

Admission rates vary geographically (Epstein et al. 2011,
Medicare Payment Advisory Commission 2012) and

can be influenced by physician practice (Mitchell 2010,
Stensland and Winter 2006). In a combined hospital-PAC
bundle, the incentives of hospitals, physicians, and PAC
providers are aligned. Some policy analysts worry that
with more dollars at stake, bundled payments would raise
the number of initial admissions to trigger a bundled
payment. Although providers would also be at added risk,
they may assume they can keep their average episode
spending below benchmarks.

Under a bundled payment, CMS will need to monitor
admission rates, particularly for discretionary admissions,
and could eventually develop an admission policy. The
Commission has work under way examining the variation
in potentially preventable hospital admission rates (and ED
visits) that could form the building block for an admission
policy to discourage unnecessary admissions. Similar to
the readmission policy, hospitals with above-average rates
of potentially avoidable admissions could be penalized.
Although the hospital value-based purchasing program
starting in 2014 will hold hospitals accountable for total
costs in the 30-day window postdischarge, the measure

is one part of a composite that includes over two dozen
measures, so the incentive is weak. Furthermore, it does
not penalize hospitals for admitting potentially avoidable
admissions, which could encourage hospitals to admit
low-cost cases to keep their average spending low.

Setting the episode benchmark for the
bundle

An episode’s spending benchmark should be set to reflect
the beneficiary’s clinical needs and efficient providers’
practice patterns and costs. Benchmarks should not vary
by PAC setting; otherwise, PAC use will continue to vary
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Quality measures to consider for bundled payments (cont.)

TABLE
3-8

Quality measures to gauge provider performance under bundled payment

Data source for:

Changes in patient physical and cognitive function

Measure Measurement  Risk adjustment
Monitoring for stinting on care under bundled payment

Readmissions: Rate of unplanned readmissions during and within 30 days after

bundled payment period Claims Claims

ED use: Rate of ED use, total and without hospitalization, during and within 30

days after bundled payment period Claims Claims

CARE tool items CARE tool items

Monitoring for cost shifting outside bundled payment

Service use and program costs within 30 days after bundled payment period Claims Claims
Medicare payments per beneficiary per month Claims Claims
Monitoring for increase in number of bundles

Rate of potentially avoidable admissions Claims Claims
Monitoring care coordination/transitions

Timely PAC admission: Length of time (average and median) from hospital

discharge to PAC admission Claims Claims
Timely physician follow-up: Length of time (average and median) from hospital

discharge to first physician visit Claims Claims
Monitoring patient experience

Survey questions on provider communication, pain management, Selected CAHPS®

shared decision making survey items N/A

Providers and Systems®), N/A (not available).

Note:  ED (emergency department], CARE (Continuity Assessment Record and Evaluation), PAC (post-acute care), CAHPS® (Consumer Assessment of Healthcare

for reasons other than clinical differences across patients.
Appropriate risk adjustment incorporates the comorbidities
and functional status of patients to discourage patient
selection or unfair comparisons across providers. In
establishing the episode benchmark, current spending
would not be a good reference point, given the incentives
in FES to furnish services of marginal value. Two possible
ways to establish benchmarks are presented here: Discount
FFS payments based on lower PAC and readmission

spending or base the amount on resource use (which
has been adjusted for differences in wages and special
payments) in geographic areas with low spending.

Develop one benchmark for each condition

To encourage lower PAC spending, CMS should establish
one episode benchmark for each condition based on

patient care needs, not separate benchmarks based on site
of service. A uniform (risk-adjusted) payment across PAC
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TABLE

If spending on post-acute care and readmissions were reduced by

3-9 10 percent, episode benchmarks for combined hospital-post-acute
care bundles would be 5 percent lower than current spending
lllustrative
reduced episode

Condition Total episode benchmark Percent reduction
Stroke $22,692 $21,239 6%
Simple pneumonia & pleurisy 12,280 11,720 5
Coronary bypass w/cardiac catheterization 41,791 41,197 1
Heart failure & shock 14,129 13,421 5
Major small & large bowel procedures 23,564 23,089 2
Maijor joint replacement 22,787 21,903 4
Hip & femur procedures except major joint replacement 35,216 32,969 6
Fractures of hip & pelvis 22,124 20,449 8
Kidney & urinary tract infections 13,770 12,956 6
Septicemia without ventilator 96+ hours 19,056 18,178 5

Average reduction for 10 conditions

5

Note:

Post-acute services include services furnished in skilled nursing facilities, home health care, inpatient rehabilitation facilities, and long-term care hospitals. Spending

for 90-day inpatient hospital-post-acute care bundles includes payments for initial hospital stay, post-acute care, potentially preventable readmissions, and the
physician services furnished during each. We risk adjusted spending using Medicare severity—diagnosis related groups and standardized payments for differences
in wages and special payments, such as teaching, disproportionate share, and outlier payments. Reduced episode benchmarks were calculated using 90 percent of
spending on readmissions and PAC. Data shown are for potentially preventable readmissions and acuity level 1 patients.

Source: Analysis based on bundled spending prepared by 3M Health Information Systems for MedPAC using 2006-2008 Medicare claims data.

settings would encourage providers to find an efficient mix
of services and consider the risk of readmission by setting.
Setting-specific payments would continue to encourage
referrals that do not necessarily reflect a beneficiary’s care
needs. We found that the explanatory power of a single
payment (regardless of setting and including episodes with
no PAC) was comparable to Medicare payment systems
currently in use (p. 75). This result suggests that any
losses and savings associated with the use of high-cost and
low-cost settings could be sufficiently averaged out over
multiple episodes. Furthermore, benchmarks based on
current spending will incorporate the appropriateness of
current referral patterns.

Options for setting spending benchmarks
for bundle

Establishing a bundle’s spending benchmark for an
episode of care requires a judgment about where along a
spending or cost distribution to set the amount. Current
program spending is not a good episode spending
benchmark. There is wide variation in the use of PAC;
Medicare margins are high in some sectors; PAC is

not necessarily furnished in the most efficient setting;
readmissions have not, until recently, been discouraged;

and the amount of PAC services furnished may reflect
biases in the payment systems to furnish therapy
services. The Commission has recommended that CMS
rebase HHA and SNF payments, redesign the SNF and
HHA prospective payment systems, and establish more
meaningful criteria for LTCH use.

The level of the benchmarks will determine how hard it
will be for providers to keep their spending below them.
Benchmarks that reflect large reductions from current
FFS spending will require more changes from existing
practice patterns than small reductions. At the same time,
the size of the withheld amounts or the amount at risk
under a shared-risk approach will shape providers’ interest
in beating the benchmarks. If few dollars are at stake,
providers will be less interested in recouping the amount
at risk. In combination, the two levers—the benchmarks
and the withhold-payments or shared-risk approach—will
shape providers’ responses to bundled payment.

Base episode benchmark on below-average
spending

Bundled payments should give providers an incentive
to consider the most efficient mix of services. To
strengthen this incentive, CMS could establish episode
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Spending on post-acute care and readmissions in high- and low-spending areas

3-10
Ratio of high- to
National High-spending Low-spending low-spending
Condition average areas areas areas
Stroke $14,528 $16,864 $12,318 1.37
Simple pneumonia & pleurisy 5,603 6,916 4,352 1.59
Coronary bypass w/ cardiac catheterization 5,941 7,045 5,506 1.28
Heart failure & shock 7,079 8,510 5,735 1.48
Major small & large bowel procedures 4,755 5,147 4,331 1.19
Maijor joint replacement 8,842 10,852 7,047 1.54
Hip & femur procedures except major joint replacement 22,475 24,889 19,145 1.30
Fractures of hip & pelvis 16,754 17,484 14,159 1.23
Kidney & urinary tract infections 8,145 8,979 6,553 1.37
Septicemia without ventilator 96 + hours 8,781 10,895 7,020 1.55
Average for 10 conditions 1.39

Note:  Areas were defined using metropolitan statistical areas (MSAs) and statewide rural areas. Post-acute services include services furnished in skilled nursing facilities,
home health care, inpatient rehabilitation facilities, and long-term care hospitals. High-spending MSAs were defined as the MSAs making up the top 5 percent
of per episode spending. Low-spending MSAs were defined as the MSAs making up the bottom 5 percent of per episode spending. Post-acute care spending
is during the 90 days after discharge from the hospital. We risk adjusted spending using Medicare severity-diagnosis related groups and clinical risk groups
and standardized payments for differences in wages and special payments, such as teaching, disproportionate share, and outlier payments. Data shown are for

potentially preventable readmissions and acuity level 1 patients.

Source: Analysis prepared by 3M for MedPAC using 2006-2008 Medicare claims data.

spending benchmarks based on spending that is lower
than the current national average. For example, episode
benchmarks set 5 percent to 10 percent below the current
national average would encourage all providers to lower
their costs. One variant could be to establish episode
benchmarks based on lower PAC and readmission
spending. For example, if PAC and readmission spending
were lowered by 10 percent, total episode spending would
be 5 percent lower (Table 3-9). Lower PAC spending
would reflect shifting some beneficiaries to lower cost
PAC settings (perhaps some beneficiaries not even
receiving PAC) and, within HHAs and SNFs, receiving
only those services that are needed. Given the overlapping
characteristics of some patients treated in different settings
and the growth in SNF care that appears unrelated to
patient care needs, these shifts would not likely result

in poorer care. Given the variation in readmission rates
across providers within and across sectors, a 10 percent
reduction in spending associated with readmissions might
be an appropriate initial value for the episode benchmark.

Base episode benchmark on spending in low-
spending geographic areas

An alternative way to establish the episode benchmark is
to consider the variation in spending across geographic

areas—called metropolitan statistical areas (MSAs) and
statewide rural areas. Episode benchmarks could be based
on areas where practice patterns result in low spending
relative to the national average. For the 10 conditions
examined, we compared risk-adjusted spending on PAC
and readmissions across MSAs with the highest and
lowest bundle spending (defined by the highest and lowest
5 percent of episodes). This risk adjustment includes the
comorbidities of the patient. Across the 10 conditions,
PAC spending in MSAs with the highest spending was 39
percent higher than in low-spending MSAs (Table 3-10).

Providers located in markets without high-cost PAC
providers (IRFs and LTCHs) may be at an advantage
because nationally set rates would include some use of
the high-cost settings. Because their own practice patterns
do not include the use of these services, the nationally

set rate is more likely to exceed their own spending level.
Providers in markets with high-cost PAC settings will be
under pressure to lower their use of high-cost settings to
patterns more in line with national averages.

Table 3-11 (p. 82) provides an illustration of how
spending in low-spending areas could be used as inputs
to establish episode benchmarks. If spending on PAC and
readmissions were lowered to the mean of the national
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An illustration of how spending on post-acute care and readmissions
in low-spending areas could be used as inputs to setting benchmarks

Mean of national

National average
average and average Percent

spending on post-acute

Condition care and readmissions low-spending areas reduction
Stroke $14,528 $13,423 8%
Simple pneumonia & pleurisy 5,603 4,978 11
Coronary bypass w/cardiac catheterization 5,941 5,724 4
Heart failure & shock 7,079 6,407 9
Major small & large bowel procedures 4,755 4,543 4
Maijor joint replacement 8,842 7,945 10
Hip & femur procedures except major joint replacement 22,475 20,810 7
Fractures of hip & pelvis 16,754 15,457 8
Kidney & urinary tract infections 8,145 7,349 10
Septicemia without ventilator 96+ hours 8,781 7,901 10

Note:  Areas were defined using metropolitan statistical areas and statewide rural areas. Post-acute services include services furnished in skilled nursing facilities, home
health care, inpatient rehabilitation facilities, and long-term care hospitals. Post-acute care spending is during the 90 days after discharge from the hospital. Data
shown are for potentially preventable readmissions and acuity level 1 patients. We risk adjusted spending using Medicare severity-diagnosis related groups and
clinical risk groups and standardized payments for differences in wages and special payments such as teaching, disproportionate share, and outlier payments.

Source: MedPAC analysis based on data prepared by 3M using 2006-2008 Medicare claims data.

average and the average for low-spending MSAs, spending
would be between 4 percent and 11 percent lower than the
national average. Other approaches could include setting
the benchmark based on spending for MSAs that are lower
than the national average. For example, spending could

be set at the 40th percentile or some other amount below
the mean. Setting the benchmark at a lower point in the
distribution would place more pressure on high-spending
areas and would result in more areas needing to change
their utilization patterns to stay below the benchmark.

Seek to improve risk adjustment

Accurate risk adjustment is key to helping ensure
payments do not encourage patient selection or stinting

on care and do not place providers at undue risk. Risk
adjustment also facilitates fair comparisons across
providers, which is particularly important as Medicare
moves toward value-based purchasing. With poor risk
adjustment, a provider may appear to be less efficient or
to have worse quality outcomes when, in fact, the provider
differs from its peer group in the mix of cases it treats.

We compared, in an additive way, three risk-adjustment
methods: MS—DRGs; the patient’s comorbidities recorded
during the year before the trigger hospitalization (using
clinical risk groups); and, for patients with patient
assessment information, functional status at admission

to a PAC setting. Information about both comorbidities
and functional status improved the ability of the risk-
adjustment model to account for the variation in resource
use (as measured by charges) across bundles (Table
3-12). Our ability to explain differences increased when

a patient’s comorbidities were considered in addition to
the severity of the hospital stay (from 31 percent to 34
percent). A patient’s functional status further improved
our ability to explain differences across bundles (to 36
percent). Similar patterns were found when we examined
the three risk-adjustment methods using payments, though
the 7 values were higher.” These results underscore the
importance of adjusting payments for functional status
and a patient’s comorbidities and gathering consistent
patient assessment information across settings, including
at hospital discharge. CMS should move toward requiring
core elements of the Continuity Assessment Record and
Evaluation patient assessment tool to be used in each
setting, including at discharge from the hospital.

Continued work on improving risk adjustment, particularly
predicting PAC spending, is needed to dampen incentives
for providers to avoid certain patients who are likely to
require high-cost care. To date, no method—including
those currently used to pay providers and Medicare
Advantage plans—is perfect and any method is likely to
allow some selection.
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Alternative approach to bundling: Medicare
spending per beneficiary concept

As an alternative to bundling, CMS could adapt the
concept of Medicare spending per beneficiary (MSPB).
The MSPB is a measure of hospital efficiency that
compares each hospital’s risk-adjusted spending for its
inpatient stays plus 30 days with the national average.®
Currently, hospitals receive information (by major
diagnostic category, such as surgical orthopedic cases)
from CMS on their expected versus actual spending for
inpatient stays plus 30 days of care. The measure includes
spending on PAC, physician services, and readmissions.
Although CMS is currently reporting the information

to hospitals, it will use the measure in a value-based
purchasing program in 2014. A portion of each hospital’s
performance will be based on whether its per beneficiary
spending was above or below the MSPB target.

The big difference between the MSPB approach and
bundled payments is that the MSPB establishes a target
amount for each hospital and holds it accountable for
keeping the average per capita spending (for all services)
below it. Other providers (such as PAC providers) are
not directly at risk or reward for spending that is above
or below the target. Therefore, PAC providers may not
gain experience with managing risk across settings and
care transitions for beneficiaries. Another difference

is that the MSPB target is for a collection of related
conditions, such as a major diagnostic category. From

a hospital’s perspective, this target could coincide with

a specific product line such as orthopedic surgery. In
contrast, bundled payments and the associated benchmarks
consider conditions individually. Performance relative

to benchmarks and quality standards may furnish more
actionable information to providers.

Implications of bundled payments for
beneficiaries

Gains in quality and efficiency under bundling could
improve coordination of care, quality, and the care
experience of beneficiaries. Ensuring that bundling
results in better outcomes would require measures to
track outcomes and tie payments to them. To ensure that
the goals of bundling are met, providers and the program
could take steps to encourage beneficiaries to make
choices about where they receive their PAC.

Risk adjustment for all MS-DRGs
improves with the addition of patient
comorbidities and functional status

Ability to
explain
Hospital Functional differences in
MS-DRG Comorbidities status resource use
X 31%
X X 34
X X X 36

Note:  MS-DRGs (Medicare severity—diagnosis related groups). We used charges
to measure resource use. Comorbidities were measured using clinical risk
groups. Functional status was measured using patient assessment data that
were cross-walked and calibrated across assessment instruments (see text
box on pp. 70-71). Data shown are 90-day bundles that include inpatient
hospital, post-acute care, physician services furnished during institutional
care, potentially avoidable readmissions, and acuity level 1 patients.

Source: Analysis prepared by 3M Health Information Systems for MedPAC
using 2006-2008 Medicare claims data and functional status data for
beneficiaries who used skilled nursing facilities, home health agencies, or
inpatient rehabilitation services.

Improved quality and patient experience

Because providers will be at risk for all of the care over

a period of time, bundling is likely to result in more
coordinated care. Providers would have an incentive to
improve their processes for successful transitions across
settings and to prepare beneficiaries and their caregivers
for the next setting. For example, a family or caregiver

is likely to receive more extensive follow-up care and be
assigned a care manager who will oversee posthospital
care. As a result, beneficiaries are more likely to know
who to call with their questions and concerns, a frequent
complaint of the fragmented ““system” of care they now
face. Beneficiaries and their caregivers are likely to receive
more information and training about how to manage their
condition after discharge from a hospital. Care managers
are likely to ensure that follow-up appointments are made
and kept. As a result, beneficiaries could experience fewer
(and better) transitions between settings and fewer hospital
readmissions. Reduced readmissions would avoid the
health declines that often accompany a hospital stay.

To track quality under bundled payments, several
measures of care coordination and the patient experience
could be monitored (Table 3-8, p. 79). These measures
include determining the length of time between a patient’s
discharge from a hospital and initiation of PAC, assessing
whether essential clinical information about a patient’s
hospital stay is transmitted in a timely fashion to the PAC
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provider, and determining how quickly patients are seen
by their community-based physician after the hospital stay
that initiated the bundled episode. Measures of unplanned
readmissions and ED use may also reflect poor care
coordination or failure of providers to communicate during
care transitions.

Medicare could measure patients’ experience of care by
adopting or adapting selected elements from existing
Consumer Assessment of Healthcare Providers and
Systems® (CAHPS®) surveys, such as the Hospital
CAHPS, the Home Health Care CAHPS, and the CAHPS
Clinician & Group Surveys. While patient experience
measures are inherently subjective, they capture an
important patient-centered dimension of quality that is not
available from other sources (Medicare Payment Advisory
Commission 2004). Measures could include beneficiaries’
perceptions of how well their pain was managed, whether
their providers communicated effectively with them (e.g.,
answered their questions), and whether beneficiaries were
included in treatment decisions and the planning of their
care.

Under bundled payments, all providers will have an
incentive to ensure that their care does not result in
readmissions, which would undercut their ability to

keep spending below benchmarks. PAC providers will
have an additional incentive to maintain or grow their
referrals from hospitals by having low readmission rates.
To reinforce these incentives, CMS could tie whether
providers keep their withheld amounts or share in savings
to achieving certain minimum quality standards in addition
to meeting benchmarks.

Aligning beneficiary decisions with the goals
of bundling

Under bundled payments, beneficiary behavior plays a
key role in whether providers and the program realize

the goals of bundled payments. Beneficiaries’ choice of
providers is a cornerstone of Medicare but is influenced by
providers. Providers could seek to influence these choices
by giving beneficiaries information about the quality of
PAC providers and offering additional care management
services beneficiaries currently may not receive. The
program could tie a portion of a provider’s payments

to achieving quality standards, raising the conditions of
participation to exclude the lowest quality providers, or
raising cost sharing for beneficiaries who do not go to the
recommended PAC setting.

Current Medicare policies require beneficiaries to have the
freedom to choose their providers. Selection of the PAC
site reflects recommendations made during the hospital
discharge process and beneficiary preference, subject

to Medicare’s rules for coverage and a PAC provider’s
willingness or ability to serve a beneficiary. Preserving
beneficiaries’ choice will be important in any bundling
initiative. Although providers may not establish formal
networks, under bundled payments, hospitals and doctors
would have an incentive to refer beneficiaries to the PAC
providers that best meet the bundle’s goals for efficiency
and cost.

Providers may rely on providing beneficiaries with
information to shape their choice of providers. Current
choices are heavily influenced by physicians and discharge
planners. To help guide decision making, hospitals could
furnish information on the quality of PAC providers.
CMS could supply referring hospitals with risk-adjusted
measures that would help inform beneficiaries’ choice

of providers. This information is likely to be better
understood by beneficiaries when delivered and explained
by their provider and could shift beneficiaries’ use away
from poor-quality providers. Shared decision-making
tools may be useful in ensuring that beneficiaries fully
understand their PAC choices and the implications of
choosing one PAC setting over another.

Providers could influence beneficiaries’ choices by
offering care management services if beneficiaries

elect to use a specific set of providers. Such an option
would provide beneficiaries with services that might

not be available from other PAC providers, such as
assigning a nurse or other health professional to follow

a beneficiary across the span of care, improved patient
education practices, and expanded efforts at medication
reconciliation (Coleman et al. 2006, Naylor et al. 2011). In
experimental trials, patients who are offered these services
overwhelmingly accept them, suggesting that beneficiaries
would prefer these services if they were made available
under bundling. Providers would have an incentive to
furnish these services if the services lowered the risk of
readmissions or allowed beneficiaries to be placed in
lower cost PAC settings. Providers may decide to incur the
cost of such services to raise the likelihood that their total
episode spending will be below the benchmark.

The program can also adopt policies that reinforce
choices about cost-effective high-quality care. In the
near term, Medicare could tie the at-risk payments to
quality outcomes. Providers would have a financial
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incentive to achieve and maintain high-quality care. In the
future, broader reforms could be considered. Medicare
could revise its conditions of participation to include
higher quality standards. In setting higher standards,
Medicare could exclude the poorest quality providers
from participating in the program. The program could
also consider basing cost sharing on the recommended
course of PAC care. Beneficiaries who followed the
recommendation would have little or no cost sharing,
while those who opted for a different choice would be
subject to higher cost sharing. Beneficiaries would retain
choice about where to receive their care, but their choices
could cost them more. So that these decisions do not
simply shift costs to beneficiaries, it is essential to ensure
that beneficiaries understand how differences in their cost
sharing are related to their election to use providers and
settings most likely to produce the best clinical results.

Bundled payments are one way to begin to change the
delivery system away from the fragmented care that
results from FFS and toward shared accountability that
encourages care coordination and cost control during an
episode of care. Bundled payments would give providers

a way to gain experience in managing care that extends
beyond their narrow purview and across a spectrum of
providers and settings. Because bundles would span
episodes of care (not an entire year) and include a less
complete set of services, they would require providers
to assume different risks than they would in ACOs. As
a result, bundling is a more practical option for many
providers, but at the same time it limits what they are
likely to accomplish.

The specific design of bundles will shape the risk for
providers and the opportunities for care coordination.
Long, inclusive bundles will lead to coordinated care over
more services for longer periods of time but entail greater
risk (and reward) for providers compared with short, more
narrowly defined bundles. The level of the benchmark
and the mechanism used to encourage cost-effective care
(such as a withheld portion of the payment or a shared-
risk approach) together will shape the pressure exerted

on providers to change their current practice patterns. We
illustrated the trade-offs inherent in the design decisions
with one configuration, but many variants of this design
are possible, each with its own strengths and weaknesses.
Over the next year, the Commission plans to continue its
conversation about how best to proceed with this potential
payment reform. B
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Endnotes

Model 1 and Model 4 exclude PAC. Model 1 covers

only an inpatient stay and requires an entity to take a
discounted diagnosis related group payment for all diagnosis
related groups in exchange for allowing gainsharing with
physicians. Model 4 bundles include an inpatient stay, related
readmissions, and physician services associated with the
inpatient services.

Model 2 participants in the no-risk phase include 55 entities
and 192 health care organizations; Model 3 participants in
the no-risk phase include 14 entities and 165 health care
organizations.

CMS implemented the hospital readmissions reduction
program in October 2013. The program reduces payments to
hospitals that have excess readmissions for three conditions
(acute myocardial infarction, pneumonia, and heart failure).
Each hospital’s individual risk is limited in fiscal year 2013
because its total penalty is capped at 1 percent of inpatient
base operating payments. The cap increases to 2 percent

in 2014 and to 3 percent in 2015, and it stays at 3 percent
thereafter.

Across the 10 conditions, SNFs and IRFs had the same
readmission rates (24 percent) and HHAs had lower
readmission rates (18 percent), though these rates varied by
condition. IRFs had higher readmission rates (20 percent
higher) than SNFs for beneficiaries with pneumonia, kidney
and urinary tract infections, and sepsis. SNFs had similarly
higher rates than IRFs for patients with stroke, major bowel
procedures, and hip fractures. While HHAs had lower rates on
average compared with other settings, their readmission rates
were similar for beneficiaries with kidney and urinary tract
infections or septicemia and those who were recovering from
major bowel procedures.

The variation in bundle spending as measured by payments
under the combined hospital-PAC bundle designs was higher
than measured using charges. The  values for the payment
models were as follows: 62 percent for the 30-day bundle
including readmissions, 67 percent for the 30-day bundle
excluding readmissions, 45 percent for the 90-day bundle
including readmissions, and 53 percent for the 90-day bundle
excluding readmissions. The * values for payments are higher
than those for charges because they are driven by the use

of MS—DRGs (which are used to set hospital payments) to
explain the combined hospital-PAC bundle spending.

The Measure Applications Partnership is a public—private
partnership convened by the National Quality Forum for
providing input to the Department of Health and Human
Services on selecting performance measures for public
reporting, performance-based payment programs, and other
purposes.

The ability to explain spending using payments found
similar patterns, with higher 7> values for reasons discussed
in endnote 5. MS-DRGs alone explained 43 percent of the
variation in payments. Adding comorbidities (as captured
using clinical risk groups) raised this amount to 45 percent,
and adding functional status raised the explanatory power to
51 percent.

Spending is risk adjusted using MS—-DRGs, age, hierarchical
condition categories, disability and end-stage renal disease
status, and long-term care residence. Spending includes
outlier payments and is adjusted for differences in wage levels
and mix of cases but excludes payments for indirect medical
education and disproportionate share hospitals.
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Chapter summary

In 2008, the Commission reported on a series of payment reforms to
encourage care coordination among physicians, hospital administration, and
providers outside the hospital. These initiatives included testing the bundling
of payments around an episode, gainsharing between hospitals and physicians,
and a direct incentive to reduce hospital readmissions. While not all
readmissions can be prevented, there is a concern that Medicare readmission
rates have consistently been too high and could be lowered through greater

coordination of care.

Following the Commission’s report and a series of studies illustrating the
problem of readmissions, the Congress enacted a readmissions reduction
program in 2010. The program includes a penalty that eventually reduces
Medicare payments in 2013 to hospitals that had above-average readmission
rates from July 1, 2008, through June 30, 2011. There was a small decline

in risk-adjusted readmission rates, with the condition-adjusted readmission
rate declining by roughly 0.7 percentage point from 2009 to 2011. CMS

has reported further improvements from 2011 to 2012 (Blum 2013). While
readmission rates have declined slightly, 12.3 percent of all 2011 Medicare
admissions were still followed by a potentially preventable readmission (using
the 3M algorithm discussed in the online appendix to this chapter, available at
http://www.medpac.gov). The rates ranged from 9.9 percent for the hospital
at the 10th percentile of the distribution to 15.3 percent at the 90th percentile
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of the distribution. Continued financial incentives can play a role in bringing these
rates down further. As we have seen, the readmission policy has pushed hospitals to
look beyond their walls and improve care coordination across providers to reduce
readmissions. Given the positive effects of financial incentives, the Commission

finds the policy should be refined and continue.

The current readmission penalty is one step forward in a series of steps to improve
care coordination and care outcomes for Medicare patients. However, computation
of readmissions rates and of the penalty could be refined to address four issues with

the current policy:

*  Aggregate penalties remain constant when national readmission rates decline.

*  Single-condition readmission rates face significant random variation due to

small numbers of observations.

e Heart failure readmission rates are inversely related to heart failure mortality

rates.

*  Hospitals’ readmission rates and penalties are positively correlated with their

low-income patient share.

In this chapter, we discuss ways to overcome these four issues. Several principles
guided our work. First, any change should maintain or increase an average
hospital’s incentive to reduce readmissions. We want to encourage hospitals to
continue to work with providers outside the hospital’s walls to improve care
transitions and reduce readmissions. Second, a policy change ideally would
increase the share of hospitals that have an incentive to reduce readmissions.
Currently, low-volume hospitals do not have much incentive to invest in reducing
readmissions because of the way their readmission rates are computed. In addition,
some hospitals that face the maximum penalty may not believe they can reduce
readmissions enough to lower the penalty. Third, we want penalties to be a constant
multiple of the costs of readmissions; in this way, lower readmission rates would
benefit both patients (by avoiding readmissions) and hospitals (by incurring lower
penalties). Fourth, policy revisions should not cause increased Medicare spending
relative to current law. The end goal is to see a decline in readmissions, a decline in

the penalties hospitals pay, and a decline in Medicare spending on readmissions.
Specifically, we discuss ways to:

* Have a fixed target for readmission rates. Penalties would go down when

industry performance improves.
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e Use an all-condition readmission measure to increase the number of

observations and reduce random variation.

e Use an all-condition readmission measure to limit the concerns regarding the
inverse relationship between heart failure mortality rates and readmission rates.

In the longer term, we could pursue a joint readmission—mortality measure.

e Evaluate hospital readmission rates against a group of peers with a similar share
of poor Medicare beneficiaries as a way to adjust readmission penalties for

socioeconomic status.

These actions would require legislative changes because the current formula used to

compute the readmissions penalty is set in law. B
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In 2008, the Commission reported on a series of payment
reforms to encourage care coordination among physicians,
hospital staff, and providers outside of hospitals (Medicare
Payment Advisory Commission 2008). Those initiatives
include testing payment bundling around an episode

of care and a direct incentive to reduce readmissions.

The Commission also recommended giving hospitals

and physicians the option of setting up gainsharing
arrangements to share in savings that result from improved
processes of care that benefit patients and reduce costs.
These initiatives were designed to give providers an
incentive to coordinate care in ways that improve quality
and reduce the cost of services.

While no hospital employee or physician wants to

see patients readmitted, there was a concern that too

few resources were put into reducing readmissions. In
particular, there was a concern that hospital employees and
physicians were not spending time to coordinate care with
post-acute care providers and primary care physicians.
Readmission penalties are a way to encourage providers

to take responsibility for the continuity of care provided to
their patients.'

Following the Commission’s 2008 recommendations, the
Congress enacted a readmission penalty as part of the
Patient Protection and Affordable Care Act of 2010. CMS
implemented the hospital readmissions reduction program
(HRRP) in October 2012. The HRRP reduces payments
to hospitals that had excess readmissions during the prior
three years and thereby creates an incentive for hospitals
to improve coordination of care and reduce readmissions
starting in 2010. The aggregate amount of penalties across
hospitals in 2013 will be equal to 0.3 percent of aggregate
operating payments. Each hospital’s individual risk is
limited in fiscal year 2013 because its total penalty is
capped at 1 percent of inpatient base operating payments.
The cap increases to 2 percent in 2014 and to 3 percent in
2015; it stays at 3 percent thereafter.

There is evidence that readmission rates are too high

in the United States and can be lowered. Historically,
almost 19 percent of Medicare discharges were followed
by a readmission within 30 days (Jencks et al. 2009).
Since implementation of the readmission penalty in
2013, there has been a flurry of activity within hospitals
and the academic community regarding readmissions.
Several hospital-initiated efforts suggest there is room
for improvement in readmission rates (Jack et al. 2009,

McCarthy 2012, Rennke et al. 2013, Robert Wood
Johnson Foundation 2013a, Robert Wood Johnson
Foundation 2013b). International comparisons similarly
suggest a need for improvement. For example, 30-day
postdischarge readmission rates for ST segment elevation
myocardial infarction were 68 percent higher in the United
States than the average for European countries from 2006
through 2008 (Kociol et al. 2012). While there is room

for improvement, there remains a question of how to best
motivate that improvement.

After the Commission’s 2008 recommendation was
published and readmission rates were publicly reported,
there has been a strong upsurge in hospitals’ efforts to
reduce readmissions. These efforts include improving the
process within the hospital to reduce complications as

a way to indirectly prevent readmissions (Silow-Carroll
et al. 2011); scheduling follow-up visits, reconciling
medications before discharge, and utilizing case managers
for complex cases (Jack et al. 2009, Kanaan 2009);

and providing better transition planning and execution
through enhanced communication among providers and
encouraging patient education and self-management
(Naylor et al. 2011). For patients with low cognitive
function or poor health literacy, hospitals have bolstered
their efforts by creating a postdischarge plan that is
comprehensible to both patient and caregiver and offering
the guidance of a health coach (Chugh et al. 2009, Parry
and Coleman 2010). Some hospitals have focused on
coordination with skilled nursing facilities, rehabilitation
facilities, and other post-acute care providers and have
supported interventions by pharmacists, home health
nurses, and skilled nursing facilities to prevent further
hospitalizations after a patient has been discharged
(Bellone et al. 2012, Kanaan 2009).

The benefits of a program to reduce readmissions accrue
to both the beneficiary and the Medicare program. The
benefits for the patient are improved care in the hospital,
more help transitioning from the hospital to other
settings, better coordination among the patient’s providers
outside the hospital, and avoiding an unnecessary
hospital stay. Recent literature suggests “In old age,
cognitive functioning tends to decline substantially after
hospitalization even after controlling for illness severity
and pre-hospital cognitive decline” (Rockwood 2012,
Wilson et al. 2012). Therefore, avoiding an unnecessary
hospital stay may be good in itself. We cannot quantify the
benefit to the patient, although a “healthy days at home”
measure may be a useful indicator.”
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TABLE
4-1

All-condition readmission rate

Hospital readmission rates across all conditions declined from 2006 to 2011

Percentage poinl change
in readmission rate

Readmission

measure 2006 2007 2008 2009 2010 2011 2006-2008 2009-2011
All cause 16.0% 16.1% 15.7% 15.6% 15.5% 15.3% -0.3 -0.3

PPR 13.4 13.2 13.0 13.0 12.5 12.3 -0.4 -0.7
Note:  PPR (potentially preventable readmission). Readmission rates reflect the shift in patients admitted to hospitals and their likelihood to be readmitted within 30 days

after controlling for age, sex, and diagnosis related group. Raw readmission rates without any exclusions for planned readmissions or readmissions on readmissions
had an average rate of roughly 19 percent. All-cause readmissions reflect all readmissions across all conditions for any cause. To make the all-cause measure
comparable to the PPR measure, we excluded any “chains” of readmissions, meaning we counted only one readmission if a person was readmitted multiple times
within 30 days. Readmissions are for all Medicare patients at all hospitals paid under the inpatient prospective payment system.

Source: MedPAC analysis of 2006 to 2011 Medicare claims files.

The benefit to the Medicare program can be quantified
and has two parts: forgone spending on the avoided
readmissions and any revenue from penalties on hospitals
with excessive readmission rates. The latter, in terms of
financial benefits, is far less substantial than the former.
Under the current policy, penalties of about $300 million
will accrue in 2013, whereas potential savings from
reducing avoidable readmissions by even 10 percent
would achieve savings of $1 billion or more. In this case,
better outcomes align with greater savings: That is, the
good outcome for the patient (avoiding unnecessary
readmissions) is also the best financial outcome for the
Medicare program.

Hospitals clearly want to improve care and reduce
readmissions. However, there is a concern that in the
competition for limited hospital resources, hospitals

may choose to allocate funds to revenue-generating or
market-share-expanding projects rather than readmissions
reduction projects that result in lower hospital revenue.
For hospitals to have an effective financial incentive to
reduce readmissions, the penalty for not meeting reduction
targets would have to be greater than the incremental cost
of reducing readmissions and the lost marginal profit from
those readmissions. The current penalty structure has a
strong incentive to fund proven strategies that can reduce
excess readmissions for target populations in the three
conditions covered by the policy. Any refinements to the
readmission policy should be done so that the penalty

for excess readmissions continues to be large enough to
induce hospitals to spend funds to improve the quality of
care in ways that also reduce the hospitals’ readmissions
revenues.

Recent trends in efforts to reduce
readmission rates

In June 2008, the Commission evaluated Medicare
readmissions using a 3M algorithm that separates
readmissions into those that are deemed unrelated to the
prior admission and those that possibly could have been
prevented. The finding from this methodology is that
roughly 13 percent of all 2009 admissions were followed
by a readmission that could possibly have been prevented.
While these readmissions are potentially preventable,

it does not mean that they can all be prevented or that

we expect readmission rates to fall to zero (3M Health
Information Systems 2008).> However, we do believe that
a significant share of potentially preventable readmissions
can be prevented and the average readmission rates can
be lowered. A look at readmission rates over a recent five-
year period shows that rates across acute care hospitals
have declined slightly. Table 4-1, based on our analysis

of Medicare claims data, shows the trend from 2006 to
2011 for readmissions for all Medicare patients at all
hospitals paid under the inpatient prospective payment
system (IPPS). The readmission rate in this analysis is

an “‘all-condition” measure, which means the rate is for
all patients discharged regardless of the diagnosis under
which they were admitted or discharged.* The rates were
adjusted for changes in patient demographics (age and
sex) and diagnosis related group (DRG) over the years. If
rates are not adjusted, a shift in patient mix could affect
the underlying aggregate readmission rate and mask any
improvement or degradation in hospital performance.
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TABLE
4-2

Hospital readmission rates for three conditions declined from 2009 to 2011

Percentage point change

Readmission measure 2009 2010 2011 2009-2011

All cause
AMI 22.0% 21.4% 21.3% -0.7
Heart failure 24.9 24.7 24.2 -0.6
Pneumonia 17.5 17.2 17.0 -0.5

PPRs
AMI 17.7 17.0 16.6 -1.1
Heart failure 19.8 19.2 18.8 -1.0
Pneumonia 13.2 12.8 12.5 -0.7

Note:  AMI (acute myocardial infarction), PPR (potentially preventable readmission). The Yale-CMS method was used to compute all-cause data on an annual (not 3

year) basis. All-cause readmissions reflect all readmissions across all conditions for any cause. The 3M method was used to calculate PPR data. Readmission rates
reflect the mix of patients admitted to hospitals and their likelihood to be readmitted within 30 days after controlling for age, sex, and diagnosis related group.
Readmissions are for all Medicare patients at all hospitals paid under the inpatient prospective payment system.

Source: MedPAC analysis of 2009 to 2011 Medicare claims files.

As shown in Table 4-1, we examined the data from two
perspectives. The first is an all-cause readmission measure
across all conditions for any cause; it does not try to
distinguish between potentially preventable readmissions
and other readmissions. It reflects the first readmission
after an index readmission and is adjusted for type of
admission. The all-cause adjusted readmission measure
shows a decline from a rate of 16.0 percent in 2006 to 15.3
percent in 2011.

Starting in 2009, the Medicare Hospital Compare website
began publishing readmission rates for three conditions
(acute myocardial infarction (AMI), heart failure, and
pneumonia). In addition, the HRRP, passed in 2010,
signaled hospitals’ need to prepare for implementation of
the penalty provision in 2013. One might conclude that the
incentive to decrease readmission rates would be greater in
the latter period. However, we found that the decline from
2009 to 2011 was similar to the decline in earlier years
(2006-2008), at 0.3 percent.

The second measure we used to examine readmission
rates is labeled in Table 4-1 as potentially preventable
readmission (PPR). It counts only those readmissions
that the algorithm (which was developed by panels of
physicians) considers to be potentially preventable.

By this measure, there was a greater decline in the
readmission rate (in absolute and relative terms) and the
decline was greater in the 2009 to 2011 period. By 2011,

the average PPR was 12.3 percent, with the hospital

at the 10th percentile having a rate of 9.9 percent and

the hospital at the 90th percentile having a rate of 15.3
percent. Depending on which measure one uses, the pace
of improvement has either stayed the same or increased
through 2011. Recently, CMS reported that rates fell
further from 2011 to 2012; we have not examined those
data (Blum 2013).

Hospital Compare reports hospital-specific readmission
rates for three conditions: AMI, heart failure, and
pneumonia. These conditions are of interest not only
because they are common conditions with relatively high
readmission rates but also because they are the three
conditions specified in the readmission policy beginning in
October 2012. These analyses, however, fail to account for
changes in the mix of patients over time and use a three-
year average of the readmission rate. A three-year average
is necessary at the hospital level to help generate enough
cases to be statistically valid; in contrast, at the national
level, annual rates can be computed to evaluate recent
changes in readmissions. Table 4-2 shows how annual
readmission rates have changed for these three conditions
at the national level after controlling for patient age, sex,
and DRG.

Using the all-cause measure for the three conditions
reported by CMS (but adjusted for type of DRG within
the diagnosis), each of the three reported conditions had
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a larger decrease in readmission rates from 2009 to 2011
than the —0.3 average for all conditions. This result could
reflect the effect of public reporting and possibly the
prospect of the HRRP on hospital behavior. Notably, PPRs
decreased more than all-cause readmissions from 2009 to
2011 (Table 4-2). The bigger drop in PPRs could suggest
that most of the decline in readmissions came from a
reduction in PPRs, which could lend some face validity

to the identification of those readmissions as potentially
preventable. One would expect that hospitals could

more readily prevent readmissions that are potentially
preventable than those that may be planned or unrelated to
the index admission.

HRRP increased the incentive to reduce
readmissions

With passage of the HRRP in 2010, hospitals that have

an excess number of Medicare readmissions for selected
conditions in the prior three years will have their IPPS
payments reduced (hospitals not paid under IPPS, such

as critical access hospitals, are not subject to the policy).
In fiscal years 2013 and 2014, the readmissions reduction
program applies to three conditions: AMI, heart failure,
and pneumonia. In fiscal year 2015, the program will be
expanded to at least four additional conditions, including
chronic obstructive pulmonary disease, coronary artery
bypass graft surgery, percutaneous transluminal coronary
angioplasty, and other vascular conditions as well as other
conditions the Secretary deems appropriate. The penalty is
computed based on readmission rates for the most recent
three years of data available; therefore, the 2013 penalties
were based on data for 2009, 2010, and 2011.

A hospital’s readmission performance is measured using
the National Quality Forum (NQF)—endorsed risk-adjusted
30-day readmission measures for AMI, heart failure, and
pneumonia. The 30-day measure is essentially the same
measure as reported on the Hospital Compare website,
except that readmissions to Veterans Health Administration
hospitals and critical access hospitals are not included.

* Risk adjustment is based on the use of hierarchical
regression models using selected hierarchical
condition categories to adjust for patient
characteristics.

e Measures are for all-cause readmissions for
beneficiaries age 65 or older with limited exclusions,
such as planned readmissions for patients with AMI.

e Three years of claims data—July 2008 through June
2011—are aggregated to judge hospitals’ readmission
performance.

*  Hospitals must have at least 25 initial admissions for a
given diagnosis to be measured.

e Conditions identified are based on the principal
discharge diagnosis, which is not necessarily the DRG
assigned to the case for payment.

Under the HRRP, hospitals that have Medicare risk-
adjusted readmission rates for any of the three conditions
greater than the national average rates for those
conditions (defined as “excess” readmissions) will have
their 2013 IPPS payment rates reduced. The payment
penalty will be collected by implementing a payment
reduction for all Medicare discharges. The penalty is
calculated as a percentage of a hospital’s base operating
payments and therefore does not reduce hospitals’
indirect medical education, disproportionate share
hospital (DSH), special rural (e.g., sole community), or
outlier payments.

The current readmission penalty formula is complex,

but in essence the penalty is computed as the product

of a hospital’s adjusted cost of excess readmissions and
a multiplier. Usually, excess readmissions would be
computed as the difference between a hospital’s observed
readmissions and its expected number of readmissions,
given the riskiness of the hospital’s patient population.
However, the current method for computing excess
readmissions does not use the actual observed number of
readmissions; instead, it compares the hospital’s adjusted
number of readmissions with the expected number. The
adjusted number is essentially a blend of the hospital’s
actual observed readmissions for a condition and the
national mean readmission rate for the condition, with

a larger weight placed on the national mean for smaller
hospitals. The reason the current method uses the
adjusted number is to limit the effect of random variation
in hospitals with small numbers of cases.

Figure 4-1 shows a simplified version of the readmission
penalty formula.

For illustrative purposes, consider a hospital with 100
admissions in a DRG for which the national average rate
of readmissions is 20 percent. The hospital’s expected
number of readmissions would be 20. If the hospital’s
actual number of readmissions were 24 and its adjusted
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Excess cost

Computation of hospital readmission penalty

Penalty multiplier

(Payment rate for the initial DRG) x
(adjusted number of excess readmissions)

1 / national readmission rate
for the condition

= Penalty

Note:  DRG (diagnosis related group). The derivation of this simplified formula is shown in online Appendix 4-B to this chapter, available at http://www.medpac.gov.

number of readmissions were 22, then the number of
excess readmissions would be 2. If the base DRG payment
per initial admission were $10,000, the estimated cost of
excess readmissions would be $20,000.% The second box
in Figure 4-1 represents a multiplier that increases the
incentive to reduce readmissions. For example, given a 20
percent national average readmission rate for a condition,
the multiplier would be 5 (1/0.20). The penalty would be
equivalent to five times the cost of the adjusted excess
readmissions, or $100,000 in this example. In general,

the formula produces penalties that are much higher

than Medicare payments for the excess readmissions;

this creates a strong incentive to reduce readmissions.
However, the full impact of the formula is limited because
the penalty is limited to three conditions, and each
hospital’s penalty is capped at 1 percent of base inpatient
operating payments in 2013, 2 percent in 2014, and 3
percent in 2015 and thereafter. The algebra showing that
the penalty in law is equivalent to the simplified formula
in Figure 4-1 is shown in online Appendix 4-B to this
chapter, available at http://www.medpac.gov.

Impact of the HRRP on provider
payments

Under current policy, we estimate that the penalty will
reduce hospital payments by approximately $300 million,
equal to 0.3 percent of base inpatient operating payments
for all IPPS hospitals. Roughly 30 percent of all hospitals
receive no penalty, 60 percent receive a penalty of less
than 1 percent, and 10 percent of hospitals receive the
maximum penalty, which was 1 percent in 2013.

To examine how the HRRP’s penalties vary by hospital
group, we examined a sample of 3,006 hospitals that

had three years of complete data and over 1,000 total
Medicare discharges across all conditions (Table 4-3,

p- 100). We found major teaching hospitals have the
highest average penalty at 0.45 percent of base operating
payments and also have the largest share of hospitals

at the penalty cap at 18 percent. In contrast, hospitals
that receive no indirect medical education and no DSH
payments have smaller average penalties at 0.24 percent,
with 40 percent receiving no penalty and just 7 percent
at the 1 percent penalty cap. Small hospitals, those with
fewer than 100 beds, also have a lower average penalty,
0.28 percent with 39 percent receiving no penalty at all.
The larger share of small hospitals receiving no penalty
is in part due to these hospitals being less likely to have
the minimum 25 AMI cases that make them subject to a
potential penalty.

Despite these rather large differences in the readmission
penalty as a share of base operating payments, the
differences as a share of total payments are much
smaller. This is because hospitals that are more likely to
receive higher penalties also are more likely to receive
higher supplemental payments such as indirect medical
education, DSH, and outlier payments. Thus, payment
reduction across hospitals does not vary much, ranging
from 0.22 percent for government hospitals to 0.28
percent for major teaching hospitals.

A hospital’s financial incentive to direct resources to
reducing readmissions depends on the size of the penalty
relative to the lost marginal profit from readmissions. At
present the size of the penalty is significant for the three
conditions measured but relatively small overall because
the readmission program is computed on only three
conditions and is capped at 1 percent. As the number of
conditions expands, the size of the penalty will increase.
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Hospitals affected by readmission payment penalty, 2008-2010

Average penalty* Share of Share of Average payment
as a share of hospitals at hospitals with reduction* as a share
Hospital group operating payments 1% penalty cap no penalty of all payments
Al 0.31% 10% 29% 0.24%
Urban 0.30 9 28 0.23
Rural 0.34 13 33 0.28
Nonprofit 0.31 10 31 0.24
For profit 0.33 10 25 0.26
Government 0.30 10 29 0.22
Maijor teaching 0.45 18 11 0.28
Other teaching 0.27 7 31 0.21
Nonteaching 0.31 10 31 0.25
IME and DSH 0.33 10 25 0.23
IME only 0.29 7 30 0.25
DSH only 0.32 11 29 0.26
No IME or DSH 0.24 7 40 0.22
Number of beds
<100 0.28 10 39 0.24
100-299 0.32 10 23 0.22
300+ 0.33 10 27 0.28
Occupancy rate
<50% 0.28 9 37 0.22
50%-75% 0.31 9 27 0.24
75%+ 0.43 15 16 0.31

Note:  IME (indirect medical education), DSH (disproportionate share hospital).
*Average penalty is computed as a share of base operating payments and average payment reduction is computed as a share of total inpatient payments, which
include IME payment, DSH payments, and outliers. Averages are based on hospital weighted averages. Analysis is limited to the 3,006 inpatient prospective
payment system hospitals with at least 1,000 discharges from 2008 through 2010.

Source: MedPAC analysis of 2010 Medicare claims and October 3, 2012, CMS readmission impact file.

Addressing |°ng-|-erm issues with the mortality for cardiac patients. To address these issues,
readmission policy we developed several refinement options guided by four

.................................................................................. . principles—namely, that an improved policy should:

The purpose of the hospital readmission policy is to create
an incentive for hospitals to improve care coordination
and reduce readmission rates. While the current policy
corrects for the perverse incentives that previously * increase the share of hospitals that have an incentive to
discouraged hospitals from acting to reduce readmissions, reduce readmissions.

several issues remain with how the current penalty is
computed: the effect of random variation on hospitals
with small numbers of cases, the inability of the industry
to reduce average penalties with improved performance,
the correlation of patient income and readmission rates,
and the inverse relationship between readmissions and

*  maintain or increase an average hospital’s incentive to
reduce readmissions.

* make penalties a constant multiple of the costs of
readmissions.

* not increase expected Medicare expenditures above
current law.
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TABLE
4-4
Concern Description of the problem

Hospital readmission policy issues and potential solutions

Proposed solution

Random variation
and small number of
observations

small number of conditions.

It is difficult to distinguish between random o
variation and true performance when
examining a small number of cases for a .

Use all-condition readmissions.

e Use 3 years of data.

Allow hospitals to aggregate performance within
a system.

Computation of the J

penalty multiplier readmission rates improve.

e Pendlty is a different multiplier of excess
readmission cost for each condition.

Penalty remains constant as industry

Drop the multiplier and set the penalty equal to the cost
of excess readmissions, use all-condition readmissions,
and lower the readmission targets below the national
average to maintain budget neutrality with the current
policy if readmission rates do not decline.

Heart failure readmissions

negatively correlated with

heart failure mortality
severity patients.

Some hospitals may be more likely to
receive a penalty if they have low mortality

Use an all-condition measure, which has less of a
negative correlation.

or if they have high admission rates of low-

Correlation between SES
and readmission rates

Lower income patients have higher
readmission rates.

®  Report all hospital risk-adjusted rates without an
SES adjustment.

e Compute targets for the purposes of the penalty
for peer groups of hospitals with similar low-
income shares (SSI beneficiaries).

Note:  SES (socioeconomic status), SSI (Supplemental Security Income).

Table 4-4 summarizes the problems with the current policy
and presents proposed solutions. We then address each of
these issues and the proposed solution in detail. In essence,
our combination of solutions shifts the current policy’s
measurement of readmission rates for specified conditions
to one that measures readmission rates for all conditions
against a predetermined readmission target. These changes
address most of the shortcomings in the current policy,
including the issues of random variation due to small
sample size, computation of the penalty, and the negative
correlation between mortality and readmissions. Another
refinement—computing separate target rates for peer
groups of hospitals—is designed to address the positive
correlation between shares of low-income patients and
readmission rates. These changes would require changes
in law because the current readmissions penalty formula is
set in law.

Issue 1: Random variation and small
numbers of observations

One concern with any incentive program that penalizes
hospitals with poor outcomes is that hospitals with a small
number of cases may receive a penalty because of random

variation—that is, variation in outcomes not associated
with quality of care or factors in the risk-adjustment
models. To address this issue, the Yale method used by
CMS does not compare actual outcomes with expected
outcomes. It compares “adjusted actual” readmissions
with expected readmissions. Adjusted actual outcomes
are computed using a random effects hierarchical model.
From a practical standpoint, this is equivalent to blending
the hospital’s own actual readmission rate with the average
rate in the country. Large hospitals are judged mostly

on their own performance, but small hospitals’ adjusted
actual weights are based primarily on the national mean
readmission rate.

A concern raised with this approach is that it shrinks all
readmission rates toward the mean. This reduces the odds
of correctly or incorrectly identifying a small provider as
having high readmission rates, thereby muting the effect
of a hospital’s relatively poor (or good) performance.

Such blending reduces hospitals’ incentives to reduce
readmissions, as their scores only partially depend on their
performance and thus they receive only partial credit for
any improvement. A more complete discussion of how
CMS moves reported readmission rates toward the mean is
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available from CMS with evaluations of the method in the
literature (Ash et al. 2011, Department of Health and Human
Services 2010, Mukamel et al. 2010, Silber et al. 2010).

Alternative solution to the small numbers problem

A more practical solution to the problem of small
numbers of observations is to increase the number of
observations being evaluated. This solution would reduce
random variation and increase the incentive to reduce
readmissions. Currently, CMS evaluates readmission rates
of each condition individually. A median hospital has only
about 70 patients for AMI and 250 observations for heart
failure (Table 4-5). The result is a great deal of random
variation in these condition-specific readmission rates,
which is why CMS then shrinks any variation from the
national mean toward the national mean. However, this
technique can hide true differences and reduces incentives.

An alternative is to use an all-condition measure of
readmissions using three years of data (last column of
Table 4-5).% Under this measure, the median hospital
would have about 5,000 observations and more than 90
percent of hospitals would have a sample of over 1,100
discharges with which to judge their readmission rates
(Table 4-5). Given this sample size, there would be 95
percent confidence that the true readmission rate would
not be less than 1.7 percentage points below the reported
readmission rate. This alternative would eliminate the need
to shrink values toward the national mean.’

If some hospitals (e.g., small hospitals) were still
concerned about random variation, the policy could allow
hospitals to report results jointly with other hospitals

if they wanted to avoid the risks of random variation.

For public reporting, each hospital would still have

its own performance reported if it had more than 100
observations. However, when computing penalties, CMS
would aggregate data from a group of hospitals and jointly
evaluate that rate of excess readmissions.® This procedure
would make hospitals’ financial performance dependent
on the readmissions of other hospitals in a voluntary group
and create incentives for hospitals to share best practices
and jointly work with post-acute care providers to improve
transitions.

Issue 2: Computation of readmission penalty

The HRRP produces a penalty that is more than four
times the cost of the reported excess readmissions in the
three conditions covered under the policy. Some industry
observers have suggested that this penalty multiplier
was simply a drafting error in the legislation, with the

implication that it should be removed from the formula
(Premier Healthcare 2012). However, others see the
penalty multiplier as increasing the incentive to reduce
readmissions. To create a financial incentive for a hospital
to act, the penalty needs to be greater than a hospital’s
marginal profit from the excess readmissions for the three
conditions. This is especially true given that, under the
current method of computing excess readmissions, the
level of excess admissions for any individual hospital

is “shrunk” toward zero, depending on the number of
observations. Therefore, given the current computation of
the cost of excess readmissions, a penalty multiplier may
be needed to induce hospitals to reduce readmissions and
lose the revenue associated with those readmissions. The
current penalty produces four to five times the revenue
received from excess readmissions for the three conditions.

Even if the average magnitude of the penalty is reasonable
to generate a material incentive to change behavior and
offset the effect of shrinking excess readmissions, the way
the penalty is structured in law creates four problems in
the long run:

e Under the current formula (penalty = cost of excess
readmissions x (1/national readmission rate)),
if the national readmission rate goes down, an
average hospital’s readmission penalty will remain
roughly constant. The decrease in the cost of excess
readmissions in the formula is offset by the increase
in the multiplier in the formula. (For an example, see
online Appendix 4-B to this chapter, available at http://
www.medpac.gov.)

*  For lower readmission rate conditions brought into
the readmission policy in the future, there will not be
equity across hospitals because hospitals that provide
the types of care that have lower readmission rates
will have larger penalties. For example, all else equal,
the penalty for one excess readmission for a condition
with a 5 percent national readmission rate will be five
times the penalty for one excess readmission for a
condition with a 25 percent national readmission rate.

e Hospitals do not have a known readmission target,
because the future average risk-adjusted readmission
rate (not the past rate) acts as the benchmark.

*  Because a hospital’s penalty will increase if other
hospitals lower their readmission rates more than
it does, there is not an incentive for hospitals to
cooperate with each other to reduce rates.
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TABLE

Using an all-condition measure over three years reduces random variation

4-5 and addresses the small number of observations problem
Number of cases (measured over 3 years)
Current 3-condition policy Proposed
all-condition
Percentile AMI Heart failure Pneumonia measure
10th 10 60 60 1,170
Median 70 250 230 5,170
90th 410 810 580 16,480

Note:  AMI (acute myocardial infarction).

Source: MedPAC analysis of Medicare claims data 2008 to 2010.

These four problems with the penalty are not critical in

the short term because the current policy includes only
three conditions with relatively high readmission rates

and the penalty is capped in 2013 and 2014 at 1 percent
and 2 percent, respectively, of base operating payments.
However, when conditions with low readmission rates

are included in the policy and if the industry significantly
lowers the national average readmission rates, a change to
the formula may be appropriate to avoid unduly penalizing
hospitals if industry readmission performance improves.

Replacing penalty multiplier with a prospective
target

The current readmission penalty could be revised to
eliminate the multiplier and also set a fixed readmission
target. This change would allow readmission penalties

to decline as industry performance improves. However,
eliminating only the penalty multiplier while continuing
to limit the policy to three conditions would diminish

the financial incentive to reduce readmissions and would
increase Medicare spending. To expand the incentive to a
broader spectrum of readmissions and avoid increases in
Medicare spending, there could be two additional changes.
First, CMS could move to an all-condition readmission
measure. This change would increase the number of
conditions subject to the incentive and encourage system-
wide changes to improve care coordination (Naylor et al.
2012). Second, the target level of admissions could be
based on past national averages. For example, the target
could be the readmission rate for hospitals at the 40th
percentile from a specific year, such as 2011. Such a target
rate could be set to accomplish two goals: First, under
the set target, hospitals would know they could avoid
penalties if they reached the target. Second, Medicare

program savings would be guaranteed through reduced
readmissions or through higher penalties. For example, if
all hospitals reduced readmissions below the target (such
as the 40th percentile of the 2011 readmission rates), no
hospital would receive a penalty. Instead, savings would
be generated from fewer rehospitalizations. In contrast,
if hospitals’ readmissions did not meet the target, savings
would come from the penalty imposed. From this point
forward in this chapter, we use a target equal to the 40th
percentile of historic readmission rates for illustration, but
the Commission is not endorsing any particular target.

Table 4-6 (p. 104) contrasts penalties under the current
policy (columns 3 and 5) with a revised policy using an
all-condition measure and a prospective target (columns

4 and 6). Under current policy, readmission penalties

stay roughly the same even after readmission rates are
reduced. For example, the average penalty for a hospital

in the 6th decile of potentially preventable readmissions
(12.9 percent readmission rate) is currently 0.34 percent.
Even after a 10 percent reduction in readmissions, the
penalty would still be roughly the same (0.34 percent).
This is because under current policy, benchmarks move as
industry performance improves. Therefore, roughly half of
all hospitals will be penalized for each condition covered
by the policy. One concern is that some hospitals with high
readmission rates may not see a way to reduce rates faster
than everyone else and would choose to simply accept the
penalty rather than invest in efforts to reduce readmissions.

Alternatively, CMS could use an all-condition measure
with a prospective target. Table 4-6 (column 4) shows
what would happen if the target were set at the 40th
percentile of historic rates. If there were no reduction in
readmission rates, 40 percent of hospitals would not face
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TABLE
4-6

Under revised hospital readmission policy, penalties
would decline as industry performance improved

Simulation of
10 percent reduction in
readmission rates by all hospitals

Simulation of
no improvement
in readmission rates

Average

risk-adjusted
All-condition potentiall Current All-condition Current All-condition Readmission
readmission preventable policy prospective policy prospective reduction
decile readmission rate penalty target penalty penalty target penalty savings
1 9.6% 0.02% 0.00% 0.02% 0.00% 0.79%
2 10.9 0.06 0.00 0.05 0.00 0.93
3 11.6 0.12 0.00 0.12 0.00 1.02
4 12.0 0.17 0.00 0.17 0.00 1.06
5 12.5 0.23 0.23 0.23 0.00 1.09
6 12.9 0.34 0.71 0.34 0.00 1.15
7 13.4 0.37 1.00 0.37 0.01 1.17
8 14.0 0.46 1.00 0.45 0.37 1.25
9 14.9 0.60 1.00 0.59 0.95 1.36
10 17.1 0.73 1.00 0.72 1.00 1.76
Average 12.9 0.31 0.48 0.30 0.21 1.14

Note:  Penalties calculated as share of base operating payments. For illustration, the all-condition prospective target was set at the historic 40th percentile.

Source: MedPAC computations using the 3M potentially preventable readmission algorithm and the 2010 MedPAR data for 3,006 inpatient prospective payment system
hospitals with over 1,000 discharges from 2008 through 2010.

a penalty and 60 percent would (column 4). In contrast,

if hospitals reduced their readmission rates by 10 percent
(column 6), all hospitals in the first six deciles would
avoid readmission penalties.” The average penalty would
fall to 0.2 percent of operating payments, well below the
0.3 percent penalty under current law. While penalties

are reduced, the Medicare program would realize savings
equal to 1.14 percent of operating payments from the 10
percent reduction in readmissions. On net, the reduction in
readmissions would result in a better outcome for patients,
lower penalties for hospitals, and reduced spending for the
program. If there were no reduction in readmissions, the
all-condition penalty (without a multiplier) would produce
a higher penalty than the three-condition penalty under
current law (0.48 percent on average), but this penalty
could still be less than what the penalty in current law will
be after it is expanded to more conditions in 2015.

Our simulation methods use the 3M all-condition
readmission measure. This measure is widely used by
hospitals and states. We used it because it was available at
the time the data analysis for this chapter began. It would
also be possible to use the new all-condition unplanned-
readmission measure developed by Yale, which has been

endorsed by NQF.'” We want to stress that use of the all-
condition measure to address current issues associated
with the current readmission penalty does not depend

on which of these two all-condition measures is used. In
addition, over time we expect both models to continue to
be refined to improve risk adjustment for clinical factors.
These measures are compared in online Appendix 4-A to
this chapter (http://www.medpac.gov).

In addition to the certainty that comes with a target level of
readmission, hospitals would have an increased incentive

to work together to reduce readmissions. Penalties would
no longer increase when a competitor’s readmission rates
declined. This approach of moving toward a fixed target

is similar to the system introduced by the New York State
Medicaid system, which set the target with an expectation
of a 24 percent decline in readmissions for each hospital
over three years. If New York hospitals meet that target,
they avoid readmission penalties on their Medicaid patients.

Issue 3: Relationship between mortality and
readmissions

An additional concern regarding readmissions is that for
heart failure patients, readmission rates are negatively
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TABLE
4-7 lllustration of how low mortality
might cause higher readmission rate
Type of hospital
“Saves” Does not “save”
patients at patients at
greatest risk greatest risk
Patients seen 100 100
Admissions 10 10
Mortality 1 (1/10 = 10%) 2 (2/10 = 20%)

2 (2/9 =22%) 1 (1/8 = 12.5%)

Readmissions

Note:  The converse is also true: If hospitals have high mortality rates and their
patients who survive have above average resiliency in ways that are not
fully picked up by risk adjusters, then readmission rates could be low for

those hospitals.

correlated with mortality rates. There are two competing
explanations for why it is so. The explanation that has
been suggested by some hospital executives is that
hospitals with low mortality rates may save some very ill
heart failure patients, but these patients are more likely

to be readmitted because of factors that are not fully
accounted for in the risk-adjusted model (Gorodeski et

al. 2010). Table 4-7 illustrates how lower mortality rates
might be associated with higher readmission rates. The
first hospital has a greater tendency to save patients at

the greatest risk. It has 10 admissions and 1 patient dies.
Two other patients are discharged and later readmitted.
The second hospital admits 10 patients at equal risk as

the first hospital’s patients. The two at greatest risk die
and one is readmitted. As a result, the first hospital has a
lower mortality rate and a higher readmission rate than the
second hospital. Looking at these two hospitals, one would
conclude that mortality and readmissions were negatively
correlated.

An alternative hypothesis is that some hospitals are more
likely to admit patients than others. Table 4-8 illustrates
how admitting a greater number of low-severity patients
(specifically, low severity that is not completely picked
up by the risk adjuster) than other hospitals could also
result in lower mortality and higher readmissions. For
example, the first hospital admits a higher percentage

of patients seen in its emergency room than the second
hospital (12 percent vs. 10 percent). It could admit a
heart failure patient who has relatively low severity and

does not need inpatient care. This patient may have a low
expected mortality rate, lower than can be fully accounted
for by risk adjustment. Let us further suppose that the
other patients were at equal risk and in both hospitals two
patients died; the mortality rate at the first hospital would
be lower (17 percent) than the mortality rate at the second
hospital (20 percent). Therefore, the liberal admission
policy could lead to lower risk-adjusted mortality. At the
same time, if four patients return to the emergency room
at each hospital and the first hospital admits three while
the second hospital admits only two, the liberal admission
policy could also lead to a higher readmission rate at the
first hospital compared with the second one.

Based on an analysis of data averaged over 3 years for
1,663 hospitals with more than 1,000 Medicare cases,

we confirmed the negative correlation between certain
mortality and readmission rates. As shown in Table 4-9, p.
106, under the CMS—Yale method (data in the unshaded
cells), the magnitude of the correlation is relatively large
for heart failure mortality and the three readmission
measures, small for pneumonia, and insignificant for AMI.
For example, there is a correlation of —0.19 between CMS
heart failure mortality and CMS heart failure readmissions.
The Yale team that developed the CMS readmission and
mortality measures reported similar correlations; they
describe the magnitude of the correlation between heart
failure mortality and heart failure readmissions as “quite
modest” (Krumholz et al. 2013).!" Others may view the
magnitude of the heart failure mortality measure with the
four readmission measures as material.

TABLE
4-8 lllustration of how admitting lower

severity patients could decrease
mortality rate and increase
readmission rate

Type of hospital

High admitting Low admitting

Patients seen 100 100
Admissions 12 10
Mortality 2 (2/12=17%) 2 (2/10 = 20%)

Readmissions 3 (3/10 =30%) 2 (2/8 =25%)

Note:  This hypothesis also rests on the assumption that risk adjustment is
imperfect and admitting relatively healthy patients will not be fully

accounted for by the risk adjuster.
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TABLE

High negative correlation between heart failure mortality and readmissions

4-9
CMS AMI CMS pneumonia CMS heart failure 3M all-condition
readmissions readmissions readmissions readmissions
CMS AMI mortality 0.00 -0.02 -0.02 -0.01
ﬂgftgl'i',‘;“m“i“ ~0.09* ~0.01 ~0.07* ~0.06
Crraort failure ~0.23* ~0.19* ~0.19* ~0.25*
Qg_ﬁﬁysgg:‘;’;ﬁt‘;“ 0.13* ~0.12* ~0.08* 0.02

Note:  AMI (acute myocardial infarction), AHRQ (Agency for Healthcare Research and Quality). We averaged data from 2008 to 2010 for 1,663 hospitals with at least
1,000 Medicare cases in each year. We examined correlations only using hospitals with a fairly large number of cases to eliminate random variation. The AHRQ
30-day mortality measures include heart failure, pneumonia, AMI, stroke, and hip fracture. Unshaded cells indicate they were measured by the CMS-Yale method.

* Significant at the p < 0.01 level.

Source: MedPAC analysis of hospital compare and 2008 to 2010 claims data from CMS.

We also looked at the correlations with an Agency for
Healthcare Research and Quality (AHRQ) five-condition
mortality measure and a 3M all-condition readmission
measure. The AHRQ measure is negatively correlated with
the three CMS readmission measures, and the magnitude
of the negative correlation between the AHRQ method
and the various readmission rates is a blend of the first
three rows—as one might expect—because it includes
those mortality rates plus two others. An interesting
finding in our data is that heart failure mortality is
correlated with greater readmissions across all categories
of readmissions, not just heart failure readmissions. We
did not see the magnitude of correlations or the breadth
of correlations across conditions for AMI and pneumonia
mortality. One possibility is that heart failure admissions
are more subject to variations in clinical judgment. It is
even more highly negatively correlated (-0.25) with the
3M all-condition readmission measure. It could be that
heart failure mortality is a marker for a liberal admissions
policy. We plan to conduct more analyses of this and other
relationships between mortality and readmissions over the
next year.

If the readmission policy moves toward an all-condition
measure, the issue of negative correlation with mortality
may become attenuated. For example, the 3M all-
condition readmission measure is slightly correlated

with the AHRQ five-condition 30-day mortality measure
(-0.02) but it is not statistically significant. The correlation

with an all-condition mortality measure and correlations
with respect to the Yale all-condition metric remain to be
computed.

In the short term, the issue of negative correlation between
mortality and readmission should not delay moving
forward with an all-condition readmission measure, given
the low correlation with the more inclusive mortality
measure. Over the longer term, we are working on
developing a joint mortality—readmission measure and
may investigate adjusting readmission measures for a
hospital’s tendency to admit.

Issue 4: Correlation between socioeconomic
status and readmission rates

There is a concern that hospitals serving large shares of
poor patients tend to have higher readmission rates and
that hospitals serving these patients will be more likely to
pay readmission penalties (Joynt and Jha 2013a, Joynt and
Jha 2013b, Lindenauer et al. 2013). This concern is similar
to the concern that poor patients have higher costs of care;
the higher cost of serving poor patients is addressed with
inpatient DSH payments. In contrast, there is no income
adjustment with respect to computing readmission rates or
readmission penalties.

Currently, CMS uses a risk-adjustment model developed
by a team from Yale that does not adjust for the effect
of socioeconomic status (SES) on readmissions. CMS
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Readmission penalties are higher for hospitals

4 - 1 o L] . .
with more low-income patients, 2008-2010
Share of hospitals
Share of Medicare Average readmission at 1 percent Share of hospitals
SSI decile patients on SSI penalty in 2013 penalty cap with no penalty
1 0-3% 0.21% 5% 41%
2 3-4 0.23 5 37
3 4-5 0.22 6 43
4 5-6 0.26 7 39
5 6-7 0.29 7 32
6 7-9 0.30 8 27
7 9-10 0.36 10 21
8 10-13 0.40 14 18
9 13-18 0.39 17 21
10 18-74 0.45 20 14
Average 9 0.31 10 29
Note:  SSI (Supplemental Security Income). Penalty is calculated as a percentage of base operating payments and thus does not include outlier payments, indirect medical
education payments, disproportionate share hospital payments, and special rural hospital specific payments. Penalties are computed as a share of base operating
payments.
Source: MedPAC analysis of 2010 Medicare claims files for 3,006 inpatient prospective payment system hospitals with 1,000 discharges in each year between 2008 and

2010 and SSl files from CMS.

and NQF have argued against including race and income
as risk adjusters because that would be equivalent to
accepting poorer performance by hospitals that serve
poorer patients:

The measure does not adjust for SES or other
patient factors such as psycho-social support
because we do not want to hold hospitals to
different standards of patient care simply because
they treat a large number of low SES patients.
Moreover, we do not want to mask potential
disparities in care or minimize incentives to
improve the outcomes of care for disadvantaged
populations. This is also consistent with the
NQF’s position regarding risk adjustment, which
is that risk-adjusted measures should not include
variables such as SES and race that would adjust
away disparities in care. (Centers for Medicare &
Medicaid Services 2012)

To test for the effect of SES on readmissions, we
evaluated the effect of different factors on readmission
rates, including race, patient income, and hospitals’ DSH
percentage, as used in other research. We found that using
hospitals’ share of low-income patients was a stronger

and more consistent predictor of readmissions than race
or the DSH percentage. To adjust for income, we divided
hospitals into deciles based on shares of Medicare patients
who qualified for Supplemental Security Income (SSI),
which is a program for seniors and the disabled with
incomes of roughly $1,000 per month or less. This income
statistic has the advantage of being based purely on the
Medicare patients served at the hospital as opposed to
other statistics such as the DSH percentage, which can be
influenced by the offering of services such as obstetrics.
We found that hospitals with high shares of poor patients
(as indicated by their share of Medicare patients on

SSI) tended to have higher readmission rates and thus
higher penalties under the HRRP. Table 4-10 shows the
strong and almost monotonic relationship between SSI
and readmission penalties under the current readmission
policy. We found similar results when using the 3M
method of computing all-condition PPR rates and the Yale
all-condition unplanned-readmission measure. Because
we see the same effect with the 3M method (not shown)
and the CMS—Yale method for computing readmissions,
we conclude that the relationship between shares of low-
income patients and readmissions is not due to the method
for computing readmissions and penalties. Table 4-10

also shows that, while it may be more difficult to reduce
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TABLE
4-11

Comparing hospitals with their peers makes penalties similar
across hospitals serving patients with different income levels, 2010

Simulation using peer

Share of Current penalty after roup all-condition
Medicare Current penalty mandated expansion pena%ry with a target equal
SSI decile patients on SSI using 3 conditions to 7 conditions to 40th percentile
1 0-3% 0.21% 0.49%
2 3-4 0.23 0.47
3 4-5 0.22 0.47
4 5-6 0.26 Penqhy 0.48
5 6-7 0.29 will increase 0.47
6 7-9 0.30 above 0.47
7 9-10 0.36 2013 levels 0.49
8 10-13 0.40 0.46
9 13-18 0.39 0.49
10 18-74 0.45 0.54
Average 0.31 Over 0.31 0.48

Note:  SSI (Supplemental Security Income). The magnitude of the increase in the penalty over the penalty with three conditions will depend on the number of conditions
added to the penalty; under current law the number of conditions will at least double. The exact levels of penalties will not be known until CMS adopts risk adjusters
for these conditions. All-condition readmission measure is based on 3M potentially preventable readmissions. Penalty is calculated as a percentage of base
operating payments and thus does not include outlier payments, indirect medical education payments, disproportionate share hospital payments, and special rural

hospital specific payments.

Source: MedPAC analysis of 2010 Medicare claims files and SSl files from CMS.

readmission rates for poorer patients, it is possible to bring
rates toward the national average. That is, even among
hospitals with the highest share of SSI patients (decile 10),
14 percent do not face penalties in 2013. This amount is
consistent with reports of hospitals serving poor patients
being able to reduce their readmission rates (Jack et al.
2009, McCarthy 2012).

Potential solution: Evaluate hospitals in relation to
their peers

One way to address the issue of readmissions reduction
for hospitals with high shares of low-income patients is
to compute penalties by comparing hospitals with a peer
group serving a similar share of low-income patients.
All hospitals would continue to report their all-condition
risk-adjusted readmission rate—it would not be adjusted
for SES and thus disparities would not be masked.
However, when computing penalties, each hospital’s target
readmission rate would be based on the performance of
hospitals with a similar patient profile. For example, the
national 40th percentile risk-adjusted readmission rate

is 12.1 percent using the 3M computation method. That
would be the target for hospitals with an average share

of patients on SSI. The target rate for hospitals with only
2 percent of their Medicare beneficiaries on SSI would
be lower (11.3 percent) and the target for hospitals with
15 percent on SSI would be higher—the 40th percentile
of that group (13.2 percent). Because CMS would report
readmission rates without adjustment for income, we
would be able to identify disparities, but CMS would
reduce the penalties faced by hospitals serving large
numbers of poor patients by giving them a higher target
readmission rate. In practice, this would have the effect of
using one method of risk adjustment for public reporting
and a second method when assessing financial penalties
(to correct for the problem of hospitals serving poor
patients paying disproportionate penalties). Using peer
groups to determine penalties and directing additional
resources to providers serving poor communities

(as discussed below) may help reduce disparities in
penalties between hospitals serving poorer and wealthier
communities.

Simulating computation of readmission penalties based
on peer group comparisons In Table 4-11 we illustrate a
way to correct for the problem of hospitals serving poor

patients paying significantly higher penalties. Table 4-11
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Setting a fixed readmission target for SSI peer groups based on 40th

4-12 percentile readmission rate for an all-condition readmission measure, 2010
Simulation of
10 percent reduction in Readmission
Current penal readmission rates by all hospitals rate target:
SSI decile ranked using three conditions, 40th percentile
by share of assuming no Peer group Readmission of readmission
Medicare improvement in Current all-condition reduction distribution for
patients on SSI readmissions penalty penalty savings peer group
0-3% 0.21% 0.21% 0.22% 1.01% 11.3%
3-4 0.23 0.22 0.20 1.04 11.6
4-5 0.22 0.22 0.17 1.05 11.7
5-6 0.26 0.26 0.19 1.10 12.0
6-7 0.29 0.28 0.19 1.09 12.0
7-9 0.30 0.30 0.20 1.12 12.3
9-10 0.36 0.35 0.19 1.16 12.5
10-13 0.40 0.39 0.15 1.19 13.2
13-18 0.39 0.39 0.27 1.29 13.2
18-74 0.45 0.44 0.34 1.48 13.6
Average 0.31 0.30 0.21 1.15 12.1

Note:  SSI (Supplemental Security Income). All-condition readmission measure is based on 3M potentially preventable readmissions. Penalty is calculated as a percentage
of base operating payments and thus does not include outlier payments, indirect medical education payment, disproportionate share payments, and special rural
hospital specific payments.

Source: MedPAC analysis of 2010 Medicare claims files and SSI files from CMS.

divides all hospitals into 10 peer groups based on the share ~ part due to removal of the multiplier that exists in the
of their patients on SSI. The 10 categories range from less current formula.

than 3 percent SSI patients to more than 18 percent SSI
patients. The third column shows that, under the current
policy, the average penalty for hospitals with the most SSI
patients is double the penalty for hospitals with the fewest
SSI patients (0.45 percent and 0.21 percent, respectively).
The fourth column is presented to remind readers that
penalties under current law will increase in 2015 when
the current policy expands from penalizing hospitals for

excess readmissions for three conditions to implementing improvement in readmission rates. However, the literature
penalties for seven conditions. While we know penalties has shown that hospitals do have the potential to reduce
will increase in 2015 under current policy, the magnitude readmission rates (Jack et al. 2009, McCarthy 2012,

of the increase is unknown. The fifth column of Table 4-11 Rennke et al. 2013, Robert Wood Johnson Foundation
presents the penalties under our alternative all-condition 20134, Robert Wood Johnson Foundation 2013b).
measure. The average all-condition measure penalty (0.48
percent) is higher than the average penalty under the

An important point in Table 4-11 is that the magnitude of
the penalty is similar across income categories under the
peer group alternative. Hospitals serving a greater share
of poor patients no longer have average penalties that are
double the penalties of those serving the fewest poor. All
penalties range from 0.46 percent to 0.54 percent.

Table 4-11 shows the baseline case where there is no

Therefore, we also conducted a simulation of the penalties,
assuming a 10 percent reduction in readmission rates

current three-condition measure (0.31 percent), but it may (Table 4-12).

be lower than future penalties as the number of conditions

covered by the current readmission measure increases to Table 4-12 shows that the all-condition penalty with a
seven conditions in 2015. An all-condition measure could fixed target can accomplish two goals. First, penalties
have a lower penalty than a seven-condition measure in decline when readmissions decline; second, average
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penalties of hospitals serving poor patients are brought
closer to the average penalty. For example, the average
penalty for hospitals with the largest share of SSI
patients would decline from 0.44 percent of payments to
0.34 percent of payments. In addition, the fifth column
shows that if readmission rates went down 10 percent,
there would be much greater savings from readmission
reductions than from penalties. This reduction would result
in fewer resources that the health care system needed

to spend on unnecessary care. It also would represent

an important improvement for patients by avoiding
unnecessary admissions. The last column in Table 4-12
shows what the peer group targets would be for hospitals
in different income categories.'?

The system of using SSI categories to compute penalties
eliminates most of the variation due to patient income.
However, the decile with the highest share of poor patients
still has somewhat higher average penalties (0.34 percent
of operating payments) than the average penalty (0.21
percent of operating payments). This result suggests that
within this decile, there is still a fairly wide distribution of
readmission rates, including some hospitals with unusually
high readmission rates. One solution to address these
outliers could be to direct funds from AHRQ’s patient
safety organizations or the care transitions initiative (which
is funded by CMS as part of the Partnership for Patients
initiative) to help hospitals serving the largest share of
poor patients (Medicare Payment Advisory Commission
2010, Naylor et al. 2012). Another option is to take funds
from the Quality Improvement Organizations (QIOs) and
redirect them to provide grants to hospitals that could

be used for consultants and for convening providers in

the community to work together to reduce readmissions
(Medicare Payment Advisory Commission 2011, Medicare
Payment Advisory Commission 2010, Naylor et al. 2012).
These hospitals would have to report their readmission
rates just as all other hospitals do, but they would be given
some tools to improve their rates. First, their penalties
would be somewhat reduced due to having a higher
benchmark readmission rate (13.6 percent vs. an average
of 12.1 percent). Second, they could compare themselves
with a group of peer hospitals that serve a similar share of
low-income patients. They would also be given temporary
resources to help improve their performance to the level
of their hospital peer group. Finally, the QIO funds could
be used for safety net hospitals serving poor patients to
learn best practices from other safety net hospitals in their
peer group that have kept their readmission rates near the
national average (Jack et al. 2009, McCarthy 2012).

The existing HRRP policy does not recognize differences
among hospitals’ proportion of poor Medicare patients
when calculating the readmissions penalty. The
improvements outlined above would make such an
adjustment to the penalty using the hospitals’ percentages
of low-income Medicare patients. The Commission’s
research has shown that after adjusting for clinical risk,
income is still an important SES variable in explaining
variation in readmissions. Moreover, it is important to
recall that in June 2011 the Commission recommended
retargeting the QIO resources to providers that are

poor performers—in this instance, hospitals with high
proportions of low-income Medicare beneficiaries and
high readmission rates might be good candidates for
temporary help to improve their readmission rates. In these
two ways, mitigating (but not eliminating) the impact of
the penalty for hospitals serving many of the poor through
the penalty formula and targeting resources for the worst
performers, the Commission would expect to improve
readmission rates for these populations.

However, because the complicated landscape of patient
contextual and social factors affecting the risk of
readmission is not well understood, gaining a better
understanding of the association between patient-level
characteristics and hospital readmissions is important so
that hospitals can direct intervention resources toward the
patients at highest risk. Discussions of risk adjustment

for socioeconomic factors in the area of hospital
readmissions have raised concerns that including these
factors will mask disparities and lead to different standards
of care for different patient populations. An area of
research that should be pursued involves gaining a better
understanding of how socioeconomic factors that affect
patients’ risk of problems with postdischarge care could
instead help to identify areas for interventions to reduce
existing disparities. Such research would give hospitals
more tangible methods of managing patients in these
circumstances. Part of that research should focus on health
systems that have developed strategies that have lowered
their population’s readmission rates.

Conclusions and implications for future
research

The current readmission penalty is one step forward in a
series of steps to improve care coordination and outcomes
of care for Medicare patients. However, our analysis of the
current policy exposes shortcomings in the readmission

110 Refining the hospital readmissions reduction program



rate and penalty formulas that can work at cross purposes
to the policy’s intent. Our proposed combination of
refinements—an all-condition readmission measure, a
preset readmission target for hospitals, and an adjustment
of hospitals’ targets based on their share of SSI patients—
is intended to address the current policy’s shortcomings.
We also favor a longer term research agenda that includes
investigating the relationship between readmissions and
mortality and whether to expand the policy to include

critical access hospitals, observation stays, and post-
acute care providers. Over time researchers could also
investigate improving risk adjusters by adding better
measures of patient literacy, patient frailty, and other
factors. We can also move to continue to ensure incentive
alignment with future policies that may be adopted, such
as bundling services or redesigning the Medicare benefit
and beneficiary cost sharing. B
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Endnotes

The incentives to coordinate care should affect more than just
the hospital. For example, the Commission has recommended
that skilled nursing facilities face a readmission penalty. The
Commission has also discussed testing broader incentives
through accountable care organizations or bundling.

We are starting to explore a “healthy days at home” measure
that would take some set period—for example, 30 days
after discharge—and count how many days the beneficiary
was at home and alive as opposed to being in a hospital or
skilled nursing facility. A combined measure of mortality
and readmissions could be a first step in this direction and
could be investigated as a future refinement of the current
readmission policy.

It is important to note that not all potentially preventable
admissions can be avoided (3M Health Information Systems
2008). The 3M method classifies a potentially preventable
readmission as a readmission that is clinically related to the
initial hospitalization in that the underlying reason for the
readmission may be plausibly related to the care during and
immediately after a prior hospital stay. A clinically related
readmission may have resulted from a process of care or
treatment during the prior admission or from a lack of
postdischarge follow-up rather than from unrelated events that
occurred after the prior admission.

The rate for each hospital is computed as the number of
readmissions at any hospital divided by the number of
discharges for that hospital. Thus, the denominator does
not include patients who die in the hospital and counts a
maximum of one readmission per initial index admission.
Both measures also exclude from the denominator patients
who were transferred to another acute care hospital.

Excess cost is based on base operating payments for the
initial admission, not payments for the readmission. For most
medical diagnoses, the payments for the initial admission
and for readmissions are generally similar, but for surgical
diagnoses, the payment for the initial admission often can be
substantially greater than the payment for the readmission.

It would be possible for larger hospitals to use one year of
data. But there is always a trade-off in which using only the
most recent year of data results in a smaller sample of data
and more random variation. It would also be possible to
weight more recent data more than older data.

10

11

12

If a hierarchical random effects model were used, values
would continue to shrink toward the national mean. However,
the degree to which values would shrink toward the mean
would diminish because of significant increases in the number
of observations.

The group of hospitals could be hospitals in a system or
hospitals located in the same community that jointly reduce
readmissions.

We used a 10 percent reduction for illustration. Greater
improvements would result in even lower penalties.

The all-condition readmission method developed by the Yale
team continues to use a random effects hierarchical model
that results in shrinking values toward the mean. However,
the degree to which values shrink toward the mean is reduced
because of aggregating admissions into five categories,
resulting in larger pools of admissions. Larger numbers of
admissions in each pool in turn reduce the degree to which
values shrink toward the mean.

Almost all the correlations among CMS measures are slightly
negative. This result could in part be an artifact of the way
CMS computes the measures. For mortality under the CMS
system, the death of a transferred patient is counted against
the hospital that initially served the patient. Readmissions

are the opposite; when a patient is transferred to a second
acute care hospital and later readmitted, that admission and
readmission are counted only when computing the second
hospital’s admission and readmission rates (under both the
CMS and the 3M methods). So it is possible that hospitals
that transfer out difficult patients will look worse on mortality
and better on readmissions if the risk adjuster does not fully
capture the extra difficulty with transfer cases. The reverse
holds for large teaching hospitals that receive difficult
transfers. This phenomenon could explain some of the small
negative correlations but is unlikely to be large enough to
explain the large heart failure inverse relationship.

The categories are now discrete with up to a 0.4 percent
difference in the target readmission rate between adjacent
categories. This difference could be addressed by smoothing
rates within each decile similar to using a spline function.
The adjuster would then be continuous without any jumps
at the 10 cut points, but each hospital could still clearly be
given a set of peers with similar SSI levels against which to
benchmark themselves.
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Chapter summary In this chapter

The Commission made recommendations in March 2009 to improve the e Background

* Improving Medicare’s
payments for hospice

hospice payment system, increase accountability in the benefit, and improve
data collection. Since then, several steps have been taken to increase

accountability and data collection via the Patient Protection and Affordable

services
Care Act of 2010 (PPACA) and CMS administrative actions, while additional =~ o,
steps are pending. In addition, through PPACA, the Congress gave CMS the e Improving hospice
authority to revise the hospice payment system as the Secretary determines accountability

iat lier than fiscal 2014. . . . .
appropriate no earlier than fiscal year o el e

facilities

The Commission has conducted additional analyses to support the hospice
payment reforms and enhanced accountability measures we have recommended. e Future research

We also have examined other areas of concern, including considering whether =~ =
a different payment rate is warranted for hospice provided to patients living

in nursing facilities and the policy implications of unusually high rates of live

discharge among some hospice providers.

Payment reform—In March 2009, the Commission recommended that the
hospice payment system be reformed to better align payments with the cost
of providing care throughout a hospice episode. Currently, Medicare makes
a flat payment per day, even though patients receive more hospice visits at
the beginning and end of an episode, with fewer visits in the middle of an

episode. Consequently, long stays in hospice are more profitable than short
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stays. To address the mismatch between payments and hospice service intensity,
the Commission recommended that Medicare move away from the flat per diem
payment to one that is higher at the episode’s beginning and end and lower in the
intervening period. Using currently available data, the Commission has estimated
how the labor cost of hospice visits change over the course of a hospice episode.
These data demonstrate the U-shaped pattern of labor costs throughout hospice
episodes and offer policymakers the evidence needed to begin reforming the
payment system. We present an illustrative example of a revised payment system
that can be implemented now using existing data. Given the magnitude of hospice
spending devoted to long-stay patients, who are more profitable under the current
payment system than other patients, it is important that an initial step toward

payment reform be taken as soon as possible.

Accountability—Even with payment reform, there will still be a need to ensure that

hospice providers comply with the benefit’s eligibility criteria.

e Medical review—Consistent with a Commission recommendation, PPACA
required medical review of hospice stays exceeding 180 days for hospices
with an unusually large share of long-stay patients. To date, CMS has not
implemented that provision. The Commission’s analysis of Medicare spending
data for hospice stays exceeding 180 days shows that these expenditures are

sizable and underscore the need for medical review of very long stays.

*  Hospice live discharges—Eighteen percent of hospice patients in 2010 were
discharged alive from hospice. Among some hospices, rates were much higher.
Little is known about what happens to patients after they are discharged
alive from hospice. The Commission’s analysis of rates of live discharge
and outcomes by beneficiary and provider characteristics supports the need
to ensure that beneficiaries are appropriate candidates for hospice at initial

admission and throughout long episodes.

Payment for hospice care in nursing facilities—The Commission previously
raised the issue of whether a different payment structure is needed for hospice care
in nursing facilities. Our prior work has shown that hospices with more patients in
nursing homes compared with other hospices have higher than average Medicare
margins. In this chapter, we find that the majority of hospice care in nursing
facilities occurs when the hospice provider has multiple patients clustered within
individual nursing facilities, suggesting possible efficiencies (e.g., reduced travel
time and mileage costs) from treating hospice patients in a centralized location. We
also find that hospices provide fewer nurse visits but more aide visits to patients

residing in nursing facilities compared with patients at home. Providing more
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hospice aide visits to patients living in nursing facilities is counterintuitive and
raises questions of duplicate payment. The nursing home room and board fees—
paid largely from Medicaid funds or by patients and families—explicitly cover aide
services provided by nursing facility staff to assist residents with their personal care
needs (e.g., activities of daily living). We explore the potential for a reduction to the
hospice payment rate for patients residing in nursing facilities in light of the overlap

in responsibilities between the hospice and the nursing facility. B
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Medicare’s hospice benefit

edicare’s hospice benefit covers palliative

and support services for terminally ill

beneficiaries who have a life expectancy
of six months or less if the terminal illness follows its
normal course. A broad set of services is included, such
as nursing care; physician services; counseling and
social worker services; aide and homemaker services;
short-term hospice inpatient care (including respite
care); drugs and supplies; physical, occupational,
and speech therapy; and bereavement services for the
patient’s family.

Beneficiaries must “elect” hospice care for defined
benefit periods; in doing so, they agree to forgo
Medicare coverage for conventional treatment of the
terminal illness. Under current policy, the first hospice
benefit period is 90 days. For a beneficiary to initially
elect hospice, two physicians—a hospice physician and
the beneficiary’s attending physician—are generally
required to certify that the beneficiary has a life
expectancy of six months or less if the illness runs its
normal course. If the patient’s terminal illness continues
to engender the likelihood of death within six months,
the patient can be recertified for another 90 days. After
the second 90-day period, the patient can be recertified
for an unlimited number of 60-day periods, as long as
he or she remains eligible. For recertification, only the

hospice physician has to certify that the beneficiary’s
life expectancy is six months or less. Beneficiaries can
transfer from one hospice to another once during a
hospice benefit period and can disenroll from hospice at
any time.

Under the Medicare hospice benefit, there are four
types of care: routine home care, continuous home
care, general inpatient care, and inpatient respite care.
Routine home care, which can be provided in a variety
of settings—including the patient’s home, a nursing
facility, an assisted living facility, and other types of
facilities—makes up more than 97 percent of hospice
days. Medicare makes a flat payment per day of about
$153 (adjusted for differences in wage rates across
geographic areas) for routine home care, regardless of
whether the hospice staff visits the patient each day.

Beneficiary cost sharing for hospice services is
minimal. There is no cost sharing other than for
prescription drugs and inpatient respite care. For
prescriptions, hospices may charge 5 percent
coinsurance (not to exceed $5) for each prescription
furnished outside the inpatient setting. For inpatient
respite care, beneficiaries may be charged 5 percent of
Medicare’s respite care payment per day. In practice,
hospices do not generally charge or collect these
copayments from Medicare beneficiaries. H

The Medicare hospice benefit was established in 1983 to
provide beneficiaries at the end of life with an alternative
to conventional medical interventions. The benefit
covers palliative and support services for terminally ill
beneficiaries who have a life expectancy of six months
or less (see text box). In 2011, more than 1.2 million
Medicare beneficiaries received hospice services, and
Medicare expenditures totaled about $13.8 billion.

The Commission’s June 2008 and March 2009 reports
raised concerns that the structure of the hospice payment
system creates financial incentives for very long stays and
that CMS does not have adequate administrative controls

to check these incentives or ensure providers’ compliance
with the benefit’s eligibility criteria. These reports found:

e asubstantial increase in the number of hospices,
driven almost entirely by growth in the number of for-
profit providers;

* asubstantial increase in average length of stay due
to increased lengths of stay among patients with the
longest stays;

*  higher profit margins among hospice providers with
longer stays;

* longer stays in for-profit hospices than in nonprofit
hospices across all diagnoses;

MECIpAC
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e anecdotal reports, obtained from a panel of hospice
industry experts convened by the Commission, that
some hospices admit patients who do not meet the
Medicare hospice eligibility criteria (life expectancy
of six months or less if the disease runs its normal
course) and that some hospice physicians are not
engaged in the hospice certification process; and

» focused efforts by some hospices to enroll nursing
home residents, a population that tends to have
conditions associated with long hospice stays.

Our analyses suggested that these trends were driven in
part by a misalignment in Medicare’s hospice payment
system. Medicare generally makes a flat payment per day
for hospice care, but hospice visits are more frequent at
the beginning and end of an episode and less frequent in
the middle. The mismatch between Medicare payments
and hospice visit intensity throughout an episode distorts
the distribution of payments across providers, making
hospices with longer average stays more profitable than
hospices with shorter average stays.

To address these issues, the Commission made
recommendations in March 2009 to reform the hospice
payment system, to ensure greater accountability in use
of the hospice benefit, and to improve data collection and
accuracy. In the intervening years, several steps have been
taken to increase accountability and data collection via
the Patient Protection and Affordable Care Act of 2010
(PPACA) and CMS administrative actions; additional steps
are pending. In addition, through PPACA, the Congress
gave CMS the authority to revise the hospice payment
system as the Secretary determines appropriate no earlier
than fiscal year 2014.

In this chapter, we conduct additional analyses to support
hospice payment reform and enhanced accountability
consistent with the Commission’s recommendations. We
also explore whether additional changes are needed with
regard to Medicare payment for hospice care in nursing
facilities. With respect to payment reform, we present a
new analysis confirming that the labor costs of hospice
visits vary in a U-shaped pattern within a hospice episode
and demonstrate how a first step in payment reform is
possible with existing data. In terms of accountability, we
present a new analysis that underscores the importance
of CMS implementing medical review of long hospice
stays and new information on the phenomenon of live
discharges from hospice. Finally, we explore the potential
for a reduction to the hospice payment rate in nursing

facilities due to the overlap in services provided by
hospice staft and nursing facility staff.

Improving Medicare’s payments for
hospice services

In March 2009, the Commission recommended that
Medicare improve its payments for hospice services by
replacing flat per diem payments for routine home care
with variable per diem payments that begin at a relatively
higher rate and decline as the length of the episode
increases, with an additional payment at the end of the
episode near the time of death. This recommendation
was based on Commission analyses suggesting that flat
per diem payments over the course of an episode do not
align well with hospice patients’ relatively greater use of
resources at the beginning and end of hospice episodes.'
This misalignment between Medicare’s payments and
hospices’ costs creates incentives for providers to enroll
patients who are more likely to have long stays because
those stays are more profitable than short ones (Medicare
Payment Advisory Commission 2009, Medicare Payment
Advisory Commission 2008).

The Commission recommended these payment

reform changes be budget neutral in the first year. The
recommendation for budget neutrality reflects the purpose
of the payment reforms, which is to improve payment
accuracy within and across hospice episodes and make the
distribution of payments more equitable across patients
and providers. Whether the aggregate level of payments is
at an appropriate level or merits adjustment is a separate
question, which we consider each year through our
payment update recommendations.

After the Commission’s payment reform recommendation,
PPACA gave the Secretary of Health and Human Services
the authority to revise the hospice payment system in a
budget-neutral manner as she determines appropriate as
soon as 2014. To date, no regulatory action has been taken
on payment reform, although CMS is sponsoring contract
research studying the issue and has sought input from
industry and other stakeholders.

Since the Commission made its recommendation, claims
data on hospice visit patterns have become available.

In the online appendixes to our March 2010 and March
2011 reports (available at http://www.medpac.gov),

we analyzed patient-level data on hospice visits from a
group of 17 nonprofit hospices and Medicare claims data
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from July 2008 through 2009 on the number of hospice
visits provided to beneficiaries. Analyses of these data
confirmed our earlier findings—the number of hospice
visits per week is higher early in a hospice episode and at
the end of an episode near the time of a patient’s death.
These analyses support the need for a payment system that
is better aligned with the U-shaped pattern of visits during
a hospice care episode.

Beginning in January 2010, more detailed claims data on
hospice visits became available, including information on
the date and duration of visits. As demonstrated below,
these data provide the building blocks for resource use
estimates, which have the potential to support a revised
payment system. In 2011, hospice spending on patients
with stays greater than 180 days totaled nearly $8 billion,
more than half of all Medicare’s hospice spending that
year. Given the magnitude of hospice spending devoted
to long-stay patients, who are more profitable than other
patients under the current payment system, it is important
that an initial step toward payment reform be taken as soon
as possible.

Estimating labor costs associated with
hospice visits

In this analysis, we used hospice visit time data from
Medicare claims for hospice services, combined with
data on wage rates and benefits from the Bureau of Labor
Statistics (BLS), to estimate the labor costs hospices
incur in providing hospice visits. This analysis allowed
us to examine the relative resource use within individual
hospice episodes and across hospice episodes for patients
with different lengths of stay.

In estimating labor costs, we focused on patients receiving
routine home care.? Routine home care comprises more
than 97 percent of hospice days and almost 90 percent of
hospice payments. Routine home care can be provided

in a variety of settings, including the patient’s home, an
assisted living facility, a nursing facility, and a hospice
facility. In the claims data for routine home care, hospices
report the date and length of visits provided by six types
of staff: nurses; aides; social workers; and physical,
occupational, and speech therapists.® The visit time
reported on the claim reflects the time spent providing care
to the beneficiary (or to the family, in the case of a social
worker’s visit). Visit time does not include travel time,
documentation time, and time spent in interdisciplinary
group meetings. In addition to visits, the claims data
include information on social workers’ phone calls.* We
combined the data on the six types of visits with social

workers’ phone calls; for ease of reference, we refer to the
combination of these services as “visits.”

To estimate labor costs, we multiplied the visit time from
the claims by the average wage rate for the type of staff
providing the visit and adjusted it to include an estimate
of the average benefits paid by employers using BLS data.
Through this calculation, we estimated the labor cost of
visits for each routine home care day in a beneficiary’s
hospice episode. Our analysis focused on beneficiaries
who enrolled in hospice for the first time between May 1,
2010, and November 30, 2011, and who were discharged
by November 30, 2011. If a patient was discharged alive
and reentered hospice during the study period, we treated
all of that patient’s hospice care as one episode.

Labor cost of hospice visits is higher at
beginning and end of an episode

Our analysis shows that the average labor cost of visits

per day follows a U-shaped trajectory for patients with
different lengths of stay, suggesting that episodes of almost
all lengths generally have higher visit costs at the episode’s
beginning and end. Figure 5-1 (p. 124) depicts the average
labor cost of visits for each day in the hospice episode for
patients discharged deceased with lengths of stay ranging
from 7 days to 150 days. For patients with lengths of

stay greater than 14 days, the average labor cost per day
followed a similar trajectory. Average labor cost per day
was highest on the first day, declined for the next few days,
and began to flatten out by day 7 to day 10. Average labor
cost per day then remained relatively flat until the last
seven days of life, when labor cost increased substantially.
Patients with lengths of stay of 7 days or 14 days also
showed a U-shaped trajectory; however, the average labor
cost per day in the middle of the episode was higher than
for patients with stays of more than 14 days.

Figure 5-2 (p. 125) includes more detail on shorter stays,
showing a U-shaped trajectory for stays ranging from 4
days to 14 days. Patients with different lengths of stay

in this range all had higher visit intensity at an episode’s
beginning and end, but the average labor cost of visits per
day overall was higher the shorter the stay. Stays of 1 day
to 3 days had the highest average labor cost per day, with
1-day stays having the highest cost of all.

We also found that the average labor cost of visits
throughout an episode was similar for patients with
different primary diagnoses (Figure 5-3, p. 126). Across
all diagnoses examined, we observed higher labor cost
of visits per day at an episode’s beginning and end near
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Average labor cost of visits by day for hospice patients discharged
deceased with selected lengths of stay (7-150 days)
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Source: MedPAC analysis of Medicare hospice 100 percent standard analytic file and the common Medicare enrollment file from CMS.

the time of death, with lower costs in the middle. Figure
5-3 (p. 126) demonstrates that length of stay, rather than
diagnosis, is the main driver of visit costs.

By combining the data for all beneficiaries across all
lengths of stay and type of discharge (alive or deceased),
we obtain an overall picture of the average labor cost of
visits for each day in a hospice stay. On average, labor
cost was highest on the first day of the stay, exceeding
$86 (Figure 5-4, p. 127). Average labor cost per day
declined rapidly in the first few days of the stay (falling
from about $37 on day 2 to $23 on days 34, and to $21
on days 5-7). Labor cost per day continued to decline
modestly through 30 days (an average of about $18 on

days 8-14 and $17 on days 15-30). After day 30, the
average labor cost of visits was relatively flat at roughly
$15 per day. Labor cost per day increased substantially in
the last seven days of life from an average of $30 six days
before death to about $64 on the day of death.

Given the pattern in these data, it is clear why longer
stays in hospice are more profitable than shorter stays.
Medicare pays a flat rate of about $153 per day for
routine home care in fiscal year 2013, but the resource
use associated with nurses, aides, social workers, and
therapists is greater at the beginning and end of episodes.
At the same time, resource use is much lower during the
middle portion of episodes. As a result, providers’ profit
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m Average labor cost of visits by day for hospice patients discharged
deceased with selected lengths of stay (1-14 days)
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Source: MedPAC analysis of Medicare hospice 100 percent standard analytic file and the common Medicare enrollment file from CMS.

margins are higher during the middle portion of episodes. Using available data to improve hospice
Episodes that are longer have more of the profitable payments: An illustrative example
“middle days.” The result is that long stays in hospice
are more profitable than short stays. As the Commission
has noted previously, the incentives for long stays are a
concern because they may have spurred some providers
to pursue business models that enroll patients likely to
have long stays who may not meet the hospice eligibility
criteria. This mismatch between Medicare payments

and hospice visit intensity throughout an episode also
distorts the distribution of payments across patients

and providers, making hospices with longer stays more
profitable than hospices with shorter stays.

As described above, available data on the average

labor cost of visits offer policymakers the evidence
needed to begin reforming the payment system. Some
industry stakeholders have raised concerns about the
comprehensiveness of available data and have urged that
payment reform wait until more data are available. For
example, they point out that the claims data reflect only
the labor costs associated with visits by nurses, aides,
social workers, and therapists and do not reflect nonlabor
costs such as drugs, supplies, and equipment. They also
express concern about the lack of data on chaplain visits.
Some have also expressed concern about Medicare cost
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Average labor cost of routine home care visits per day is similar across diagnoses
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Source: MedPAC analysis of Medicare hospice 100 percent standard analytic file and the common Medicare enrollment file from CMS.

report data, particularly the accuracy of the data. In
addition to concerns voiced by industry, CMS notes that
most hospice claims identify only a primary diagnosis

but not secondary diagnoses. In the fiscal year 2013
hospice Federal Register notice, CMS stated that hospices
are required to report patients’ secondary diagnoses,
noting that the current lack of such information limits the
agency'’s ability to assess whether case-mix adjustment is
needed.

Despite the concerns voiced about existing data, a first
step on payment reform is possible using available data.
The Commission has developed an approach that relies
almost entirely on claims data and BLS wage data, with
very minimal use of cost report data. This approach should
allay concerns about the accuracy of the cost report data.
Our approach also addresses the lack of patient-level data
on nonlabor costs and chaplain visits by adjusting only a

portion of the hospice base rate rather than the full base
rate. Our approach does not address the lack of data on
secondary diagnoses on claims; however, we note that
more expansive diagnosis information might be obtained
from claims data for prehospice services. Also, as shown
previously, we observe only modest differences in the
average labor cost of visits by episode day across patients
with different primary diagnoses.

Using data currently available, we developed an approach
to setting hospice payment rates that better align with

the resources used during a patient’s hospice episode. To
construct our illustrative payment model, we used our
estimates of average labor cost of visits based on the visit
time data from patient claims and the BLS data on wage
rates and benefits. We assigned hospice days to one of five
categories: days 1-7, days 8-14, days 15-30, days 31 and
beyond, and the last 7 days of life.’ Although our analysis
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found that the first day of a hospice episode has much
higher costs than subsequent early days, we chose to group
days 1-7 together to avoid creating an extremely high
payment rate on day 1 that might encourage 1-day stays.
We estimated the average labor cost of visits per day for
days 1-7, days 8-14, days 15-30, and days 31 and beyond,
excluding any days in these categories that were the last

7 days of life. We also estimated the average additional
labor cost for the last seven days of an episode compared
with the same days of episodes that were not “last days.”
(This approach allowed us to estimate the additional costs
of the last seven days of a stay to calculate a fixed add-on
payment.) We converted the average labor cost per visit
for the five groups into relative values and applied these
values to the hospice base rate for routine home care to
calculate the effective payment rate.> We adjusted the new
payment rates to achieve budget neutrality in the first year
under the assumption of no behavioral change.

Since the claims data do not include information on
nonlabor items (e.g., drugs, supplies, and equipment) and
chaplain visits, we applied our illustrative relative weights
to a portion of the hospice payment rate based on the share
of hospice costs attributable to those services for which
we have data. We estimated that labor costs associated
with the six categories of personnel included in the claims
data account for at least 68 percent of hospices’ direct
costs. Accordingly, we adjusted 68 percent of the hospice
payment rate for routine home care by our illustrative
relative weights; the remaining 32 percent of the payment
was unchanged.

Table 5-1 (p. 128) shows the payment weights and
payment rates that resulted in our illustrative payment
model. Compared with the current flat per diem payment
rate, our model’s per diem rate increases for the first 14
days of the stay, declines for days 15 and beyond, and is




lllustrative example of payment weights and per diem
payment rates under a U-shaped cost curve approach

lllustrative RHC
per diem payment rate,

Percent of Average labor weights applied Percent change
RHC days, cost of visits to 68% of base rate in payment
Days in episode 2011 per day Relative weight ($153.45) rate
1-7 5% $34.59 1.97 $254.77 66%
8-14 4 17.78 1.01 154.82 1
15-30 8 16.64 0.95 148.07 -4
31+ 78 15.08 0.86 138.78 -10
Last 7 days of life 5 20.11 1.15 119.63 68-144
plus applicable plus applicable plus applicable depending
amount above weight above rate above on LOS

Note:  RHC (routine home care), LOS (length of stay). Payment rates in the chart are illustrative of an approach to revising the hospice payment system using currently available
data. Rates apply only to routine home care; rates for other levels of care are unchanged. The add-on payment for the last seven days of life applies only to patients
discharged deceased and is added on to the daily payment rate that would apply for those days if they were not the last seven days.

Source: MedPAC analysis of hospice claims and the common Medicare enrollment file from CMS and the wage rates and benefits from the Occupational Employment Statistics
and the Employer Cost for Employee Compensation from the Bureau of Labor Statistics.

Category of hospice

Effects of illustrative payment system
vary as a function of length of stay

Percent change
in total payments

Share of stays over 180 days (in quintiles)

Lowest quintile 6.7%
Second quintile 2.9
Third quintile -0.3
Fourth quintile -2.0
Highest quintile -3.7
Freestanding -0.9
Home health based 3.5
Hospital based 4.1
For profit -1.5
Nonprofit 1.6
Urban -0.1
Rural 1.0

Note:  Estimates of effects reflect the change in routine home care payments
providers would receive under our illustrative payment model as a percent
of all revenues providers receive from Medicare (for routine home care
and other types of hospice care). Payment estimates are before application
of the Medicare hospice cap.

Source: MedPAC analysis of hospice claims and cost report data from CMS.

higher in the last 7 days of life regardless of length of stay.
Our model’s per diem payment rate is 66 percent higher
than the current payment rate for the first 7 days of the
stay and 1 percent higher than the current rate for days
8—14. However, the per diem payment rate in our model is
4 percent lower than the current rate for days 15-30 and
10 percent lower for days 31 and beyond. In our model,
the hospice would receive a fixed add-on payment of about
$120 per day on each of the last seven days of the hospice
patient’s life. These add-on payments, when added to our
model’s per diem payment rates for those days, result in
total payments during the last seven days of life that are
between 68 percent and 144 percent higher than current
payments.’

Variable per diem payments, such as the ones illustrated
here, would better align payments with providers’ costs,
thereby reducing the incentives for hospices to seek out
very-long-stay patients and to avoid patients who are
likely to have shorter stays. While the illustrative per
diem payment rates for days 15 and beyond are lower
than current per diem rates, combined total payments for
many episodes are higher in our model than under current
policy. In our model, higher per diem payment rates in
the first 14 days of an episode and add-on payments for
the last 7 days of life result in higher total payments than
under current policy for all episodes with lengths of stay
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Effects of illustrative payment system vary within each hospice type

Percent of hospices in category with:

Payment decline

Category of hospice > 2 percent

Payment increase

Payment change
> 2 percent

< 2 percent

All 30%
Share of stays over 180 days
Lowest quintile 1
Second quintile 2
Third quintile 10
Fourth quintile 47
Highest quintile 90
Freestanding 39
Home health based 10
Hospital based 6
For profit 44
Nonprofit 11
Urban 33
Rural 23

31% 39%
7 92
27 71
69 21
47 6
6 4
35 25
23 67
21 73
35 21
28 61
34 33
25 52

Note:  Estimates of effects reflect the change in routine home care payments providers would receive under our illustrative payment model as percent of all revenues
providers receive from Medicare (for routine home care and other types of hospice care). Payment estimates are before application of the Medicare hospice cap.

Source: MedPAC analysis of hospice claims and cost report data from CMS.

up to 130 days for patients discharged deceased and up to
73 days for patients discharged alive. For longer episodes,
total payments under our model are lower than under
current policy. In our model, payment weights are set to
achieve budget neutrality so overall aggregate spending

is unchanged. As noted previously, we maintain budget
neutrality in our model for routine home care because

this effort is intended to improve payment accuracy for
routine home care within and across hospice episodes

and distribute these payments more equitably across
patients and providers. Whether changes are needed in the
aggregate level of payments for routine home care, as well
as other levels of care, is a separate issue that could be
considered in the future.

The effect of the illustrative payment rates on total
payments to providers varies by hospice length of stay
(Table 5-2). Aggregate payments to the 20 percent of
hospices with the smallest share of stays exceeding 180
days would increase by 6.7 percent, while aggregate
payments to the 20 percent of hospices with the greatest
share of stays exceeding 180 days would decrease by 3.7

percent. Aggregate payments to for-profit hospices would
decline by 1.5 percent, while payments to nonprofits
would increase by 1.6 percent. Aggregate payments to
freestanding facilities would decline by 0.9 percent,
while payments would increase by 3.5 percent for home-
health-based hospices and by 4.1 percent for hospital-
based hospices. Rural hospices would see their aggregate
payments increase by 1.0 percent. These shifts are driven
by the payment system’s impact as a function of length
of stay: Freestanding and for-profit hospices tend to have
patients with longer hospice stays than provider-based
and nonprofit hospices and would see a decrease in their
payments on average. Nonprofit hospices, provider-based
hospices, and rural hospices—which traditionally have had
lower Medicare margins—would see an increase in their
payments on average.

Within each provider category, the effect of the payment
system changes would vary across individual providers
based on the extent to which the provider tends to serve
patients with long stays. For each category of hospice,
Table 5-3 shows the proportion of hospices that would
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Effects of illustrative payment system
revision on margins by length of stay
for freestanding, below-cap hospices

TABLE
5-4

Hospices grouped
by share of

Simulated 2010
margin if revenues
changed by the
amount projected

stays >180 days 2010 in our illustrative
(in quintiles) margin model
Lowest quintile -1.3% 4.0%
Second quintile 59 7.8

Third quintile 12.2 1.7

Fourth quintile 15.8 14.0
Highest quintile 16.6 13.5

Note:  The 2010 simulated margins reflect our estimate of what the 2010
margins would be if payments to providers changed by the percent
estimated in our illustrative payment model. Margins are before the
application of the Medicare aggregate cap.

Source: MedPAC analysis of hospice claims and cost report data from CMS.

experience payment changes of various magnitudes (i.e.,
payments increase by more than 2 percent, change by

less than 2 percent, and decrease by more than 2 percent).
In our payment model, a majority of hospices that are
hospital- or home-health-based, nonprofit, and rural
experience a payment increase greater than 2 percent. In
comparison, a smaller proportion (between 21 percent and
33 percent) of freestanding, for-profit, and urban hospices
experience a payment increase greater than 2 percent.

Since one objective of this type of reform is to lessen the
relationship between length of stay and profitability that
exists under the current payment system, we simulated
the effect of the illustrative relative weights on 2010
margins by length of stay for freestanding providers that
did not exceed the aggregate payment cap under current
policy. We focused on freestanding providers because,
unlike their institution-based counterparts, their margins
are not affected by the allocation of overhead from the
parent provider. We focused on below-cap hospices so
that we could focus exclusively on profitability related
to the underlying payment system and not the aggregate
cap.® Under the current payment system, freestanding
below-cap providers in the lowest quintile in terms of
the share of stays greater than 180 days had an aggregate
margin of —1.3 percent in 2010, while providers in the
highest quintile of share of stays greater than 180 days
had an aggregate margin of 16.6 percent (Table 5-4).

With changes in payments of the magnitude estimated

in our illustrative example, the gap in margins across
providers with different lengths of stay would narrow but
not be eliminated. In our example, the payment increases
for shorter episodes would be large enough to push the
margins of freestanding providers in the lowest length-of-
stay quintile from negative to positive, while the aggregate
margin of providers in the two longest length-of-stay
quintiles would decline about 2 to 3 percentage points.

Our margin data suggest that payment rate changes
larger than those made under our model would likely be
necessary to eliminate the higher profitability of longer
stays. Regardless of the initial magnitude, however, our
approach takes a first step in the direction of realigning
payments commensurate with resources used rather than
a flat payment per day. This approach has the strength
that it could be done now with additional changes
possible as more data become available. For example,
CMS has sought comment from the industry on potential
additional data collection, including possibly claim-level
visit reporting by more types of personnel (chaplains and
nutritional or other counselors) and claim-level reporting
on durable medical equipment, supplies, and drugs. A
decision on whether such data will be collected has not
been announced. Even if such data were to be collected
in the future, that possibility should not delay a first step
toward payment reform by adjusting a portion of the
payment rate based on the current visit data.

Even with payment reform, there will still be a need to
ensure that hospice providers comply with the benefit’s
eligibility criteria. While payment reform will lessen the
difference in profitability by length of stay, long stays are
likely to remain profitable. Our prior reports found that
additional administrative controls are necessary to balance
the incentives for very long stays in hospice. In addition,
while there are many reasons for live discharges from
hospice, unusually high rates of live discharge can be a
symptom of questionable provider behavior with respect to
patient eligibility. In this section, we present new analysis
that underscores the importance of CMS implementing
medical review of very long stays to ensure that providers
are complying with the eligibility criteria. This section
also examines the issue of live discharges from hospice,
focusing on patients with long stays. Mechanisms to
increase provider accountability, including monitoring for
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providers with particularly high rates of live discharge,
could improve fiscal responsibility in the hospice program.

Medical review and other administrative
actions

Our June 2008 and March 2009 reports found that the
hospice benefit lacked adequate administrative and other
controls to check the incentives for long stays in hospice
(Medicare Payment Advisory Commission 2009, Medicare
Payment Advisory Commission 2008). These reports
raised concerns that the structure of the hospice payment
system, which makes long stays more profitable than short
stays, has led to substantial growth in very long hospice
stays over the past decade. Since 2000, we have seen
substantial growth in the longest hospice stays, while short
stays have remained unchanged. For example, the 90th
percentile in length of stay among Medicare decedents
increased between 2000 and 2011 from 141 days to

241 days. Furthermore, length of stay is substantially
higher among some diagnoses; for example, in 2011, the
90th percentile in length of stay among decedents was

423 days for patients with neurological conditions and

318 days for those with chronic obstructive pulmonary
disease, compared with 241 days for hospice decedents
overall. Hospice providers that exceed Medicare’s annual
aggregate spending cap for hospice services typically

have substantially longer stays and higher live discharge
rates compared with other hospices, suggesting that they
enroll patients likely to have long stays who may not

meet the eligibility criteria. While below-cap hospices

as a group have fewer patients with stays exceeding 180
days, substantial variation exists in the prevalence of stays
beyond 180 days among below-cap providers.

A Commission-convened panel of hospice medical
directors and executives in the fall of 2008 provided
anecdotal information suggesting that some hospices

were enrolling patients who did not meet the eligibility
criteria (Medicare Payment Advisory Commission 2009).
While panelists discussed the challenges all hospices face
in predicting life expectancy for certain diseases, they
described behavior by a subset of providers that appeared
to go beyond the inherent difficulties of predicting life
expectancy and suggested possibly intentional disregard of
the Medicare hospice eligibility criteria by some providers.
Panelists also indicated that a lack of engagement in the
certification process among some hospice physicians
contributed to lax compliance with the eligibility criteria
among some hospices. On the basis of the panel’s input,
the Commission recommended several steps to increase
accountability, including:

* arequirement that certifications and recertifications
include a physician narrative describing the clinical
basis for the prognosis,

* arequirement for a hospice physician or nurse
practitioner to have a face-to-face visit with a patient
before the 180th day for recertification and subsequent
recertifications, and

e arecommendation that CMS conduct medical review
of all stays beyond 180 days for providers for whom
these stays make up an unusually large share of their
caseload.

Measures consistent with the first two parts of this
recommendation—physician narrative and face-to-face
visit requirements—have been adopted through PPACA
and CMS administrative action (effective October 2009
and April 2011, respectively). Both of these initiatives
are intended to strengthen hospice physician engagement
in the certification and recertification processes. PPACA
also includes, consistent with the third part of our
recommendation, a CMS medical review requirement
focused on hospices with an unusually large share of
long-stay patients. To date, CMS has not implemented the
medical review provision.

In 2011, Medicare hospice spending on patients with stays
that exceeded 180 days was nearly $8 billion, more than
half of all Medicare hospice spending that year (Table 5-5,
p. 132).% 19 These patients accounted for about 20 percent
of Medicare beneficiaries who used hospice in 2011. The
significant amount of Medicare hospice expenditures on
patients with stays exceeding 180 days underscores the
need for CMS to have effective medical review procedures
to help ensure that the benefit eligibility criteria are

being followed. Because of uncertainty in predicting life
expectancy, it is expected that some hospice stays will
exceed 180 days. However, the current incentives in the
payment system for long stays, the anecdotal reports of
questionable enrollment practices by some hospices, and
the wide variation in length of stay across providers suggest
that there are vulnerabilities in the current system that need
strengthening. Implementing the PPACA medical review
provision would be a valuable step in that direction.

In 2011, Medicare spent about $2.7 billion on additional
hospice care for patients who had already received at
least one year of hospice (Table 5-5). Hospice stays that
surpass one year raise questions about whether hospice
is being used as a long-term care benefit and suggest that
additional steps may be warranted beyond the PPACA
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Over half of Medicare hospice
spending in 2011 was on patients
whose stays exceeded 180 days

Medicare hospice
spending, 2011

Category (in billions)
All hospice users in 2011 $13.8
Beneficiaries with LOS > 180 days 7.9
Days 1-180 2.6
Days 181-365 2.5
Days 366+ 2.7
Beneficiaries with LOS < 180 days 5.9

Note:  LOS (length of stay). LOS reflects the beneficiary’s lifetime LOS as of the
end of 2011 (or at the time of discharge in 2011 if beneficiary is not
enrolled in hospice at the end of 2011). All spending reflected in this table
occurred only in calendar year 2011. Numbers may not sum to totals due
to rounding.

Source: MedPAC analysis of hospice claims and the common Medicare enrollment

file from CMS.

medical review provision and the other accountability
measures already implemented (i.e., physician narrative
and face-to-face visit requirement). One question that
could be explored is whether there should be a patient-
level length-of-stay threshold (e.g., at one year or two
years) that triggers medical review for any provider.
For example, it might be beneficial once length of stay
reaches a certain threshold to consider instituting a new
policy requiring hospice providers to submit information
to the Medicare claims-processing contractors for
medical review of a patient’s hospice eligibility before
Medicare makes additional payments to the hospice for
that patient.

Live discharge from hospice

Building on research in previous Commission reports, we
conducted a closer examination of the issue of patients
who are discharged from hospice alive, particularly
focusing on patients discharged alive after long stays. The
Commission previously reported on the frequency of live
discharges (Medicare Payment Advisory Commission
2013a), but little is known regarding what happens to
patients after the discharge. We have expanded previous
analyses by examining patterns of patients’ return to
hospice, their life span after discharge, variations in

patterns by hospice and patient characteristics, and
service use and associated expenditures after patients are
discharged alive (see text box).

There are many reasons live discharges can occur, and
some live discharges are expected. Some beneficiaries
change their perspective about the type of care they want
and decide to revoke hospice to pursue conventional care,
including potentially life-prolonging therapies (Johnson et
al. 2008). In other cases, if a beneficiary or family member
deviates from the beneficiary’s plan of care, the hospice

is not required to cover services, leading the patient or

the family to revoke hospice rather than bear the cost.!!
Other beneficiaries experience improved health in hospice,
often referred to as the “hospice effect,” or their conditions
become more stable to the point that clinicians no longer
estimate a life expectancy of six months or less. Accurate
prediction of survival time is difficult and has been

shown to be particularly difficult for patients with some
noncancer illnesses, which are typically characterized by
exacerbations and remissions (Kutner et al. 2004).'?

However, unusually high rates of patients discharged alive
among some providers raise concerns about questionable
business practices and potential quality-of-care issues. In
particular, some hospices may pursue business models
that seek patients likely to have long stays, even if they
may not meet the hospice eligibility criterion of having

a life expectancy of six months or less. Higher rates

of live discharge are one indication of this practice, as
providers may discharge these long-stay patients when
the hospice incurs liabilities toward the payment cap. The
Commission previously reported evidence of longer stays

TABLE
5-6

Quartiles of providers
ranked by live
discharge rate

Distribution of live discharge
rates among all hospices, 2010

Average live
discharge rate

First quartile 11%
Second quartile 17
Third quartile 25
Fourth quartile 38

Note:  Live discharge rate is the rate among all hospice episodes in 2010,
followed through April 2012.

Source: Acumen analysis of Medicare claims data.
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Methodology used to examine issues associated with live discharge

e worked with Acumen, LLC, to construct
hospice episodes from claims for all
episodes from 2008 through 2010. For

each of the three years, we identified beneficiaries
with a first live discharge in that year and defined the
follow-up period as 365 days after discharge or until
the beneficiary’s death, whichever was earlier. We
created an additional cohort with a first episode ending
in live discharge in 2008 and analyzed claims from
2008 through April 2012. We limited the population to
beneficiaries enrolled in Medicare Part A and Part B

during their hospice episodes and the entire follow-up
period. We excluded patients who died the same day as
the live discharge with no claim for any other services.
We also performed a set of regression analyses to
control for patient characteristics (sex, age, diagnosis

at admission, and length of stay before discharge)

and hospice characteristics (tax status, provider type,
urbanicity, chain affiliation, regional location, cap
status, percentage of cancer episodes, and percentage of
neurological episodes). B

and higher frequencies of patients being discharged alive
among above-cap hospices compared with other hospices
(Medicare Payment Advisory Commission 2013a).

Live discharges more common among certain
types of providers

Of the 1.2 million hospice episodes in 2010, 18 percent
ended in live discharge.!® Live discharge rates varied
widely by provider, ranging from 11 percent in the quartile
with the lowest rates to 38 percent in the quartile with the
highest rates (Table 5-6).

Certain provider characteristics were associated with
higher rates of live discharge. For-profit hospices were
about 20 percent more likely than nonprofit hospices to
discharge patients alive, and above-cap hospices were
almost twice as likely as below-cap hospices to discharge
patients alive (Table 5-7, p. 134). We also found that
patients discharged alive from above-cap hospices were
more than 20 percent more likely to be alive 180 days after
discharge than patients discharged alive from below-cap
hospices.

Beneficiaries with noncancer diagnoses were more likely
to be discharged alive. For example, the live discharge
rate among debility patients was almost three times higher
than that of patients with lung and other chest cavity
cancers. Overall, the live discharge rate for noncancer
diagnoses was 1.7 times higher than the rate for cancer
diagnoses. However, we found associations between live
discharge rates and certain provider characteristics that
were significant even after controlling for the proportion
of cancer diagnoses among providers.

Long stays before discharge associated with long
survival after discharge

Given concerns that some providers may be enrolling
patients who do not meet the eligibility criteria and then
discharging them, we focused on beneficiaries discharged
alive after long stays and examined their patterns of care
and survival postdischarge. Almost 30 percent of all
hospice patients discharged alive in 2010 had hospice
stays of 181 days or more before they were discharged
(Table 5-8, p. 135). Many of these beneficiaries had long
survival times after their long hospice episodes. In 2010,
of beneficiaries discharged alive after hospice stays of at
least 181 days, 73 percent were still alive 180 days after
discharge. More than half (56 percent) were alive one year
after discharge.

In total, 43 percent of all beneficiaries discharged alive in
2010 were still alive one year after discharge. (Of these
beneficiaries, almost one-third returned to hospice care
during the year.) These beneficiaries spent an average

of 213 days in hospice before their first discharge, with
Medicare hospice payments for these first episodes
totaling $1.2 billion.

We examined Medicare spending after discharge from
hospice for patients who were discharged alive. Average
spending per day on Medicare services after discharge
from hospice was highest for beneficiaries who had spent
seven or fewer days in hospice and decreased as the length
of time spent in hospice increased. For beneficiaries
discharged alive after hospice stays of 181 days or more,
average Medicare spending after hospice discharge was
$70 per day, less than half the average per diem payment
rate of $156 for hospice care.'* This comparison is

MECIpAC
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TABLE
3-7

Hospice characteristics associated with live discharge, 2010

Alive at
Live 180 days
Provider characteristic discharge rate Odds ratio (95% Cl) postdischarge Odds ratio (95% Cl)
Tax status
Nonprofit 15% 55%
For profit 21 1.21(1.20-1.23) 58 0.95 (0.92-0.99)
Government 16 1.05 (1.03-1.07) 55 NS
Ownership status
Freestanding 19 57
Hospital 13 0.92 (0.90-0.93) 55 NS
SNF 17 NS 61 NS
HHA 17 1.10 (1.09-1.12) 55 NS
Urban/rural
Urban 20 57
Rural 17 0.84 (0.83-0.85) 57 0.94 (0.90-0.97)
Aggregate cap status
Below 16 56
Above 36 1.99 (1.95-2.02) 64 1.22 (1.16-1.28)

Note:  Cl (confidence interval), NS (not significant), SNF (skilled nursing facility), HHA (home health agency). Live discharge rate is the rate among all hospice episodes in
2010, followed through April 2012. The odds ratio refers to the odds of a patient being discharged alive from the given provider type (or being alive at 180 days

postdischarge) compared with the referent provider type in each category.

Source: Acumen analysis of Medicare claims data.

conservative since the figure for spending after discharge
includes spending for all care (i.e., related to the terminal
condition and not related to the terminal condition),

while the daily payment rate for hospice care includes
only Medicare’s payment for care related to the terminal
condition, and hospice enrollees can incur additional
Medicare spending above this amount to treat conditions
unrelated to their terminal disease or illness. The
difference between total Medicare spending before and
after discharge from hospice thus may be even larger. The
low level of postdischarge spending for these beneficiaries
suggests a comparatively low service use consistent with
conditions that are relatively stable.

Furthermore, spending for beneficiaries postdischarge was
clustered around the last days of life, supporting evidence
in the literature that savings are associated with hospice
when patients are relatively close to death but not in cases
of very long survival times (Kelley et al. 2013). Following
a cohort of beneficiaries discharged alive in 2008

(followed through April 2012 or end-of-life if earlier),
we found that beneficiaries who died out of hospice had
average spending within 30 days of death of $330 a day,
compared with $107 a day for their total time out of
hospice (average of 297 days out of hospice).

These data highlight key patterns in live discharges from
hospice. Some rate of live discharge from hospice is
expected because beneficiaries may revoke their hospice
benefits for many reasons; there will also always be

some patients discharged by the hospice because they no
longer meet the eligibility criteria, particularly given the
challenges in predicting a patient’s survival time. However,
we found that beneficiaries with long stays represent a
sizable portion of live discharges, and long stays before
discharge are associated with long survival after discharge.
Evidence of very long survival postdischarge among some
beneficiaries supports the need for additional mechanisms
to ensure beneficiaries are appropriate candidates for
hospice at initial admission and throughout long episodes.
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TABLE
5-8

Length of stay in

Outcomes postdischarge by length of stay in hospice, 2010

Percent alive Average Medicare

hospice before live Percent of all Average days at 180 days spending Eer day
discharge (in days) live discharges out of hospice postdischarge postdischarge
1-7 10% 94 27% $242

8-14 8 107 33 219
15-30 11 116 37 204
31-60 11 140 47 161
61-90 14 208 66 85
91-180 18 203 67 92

181+ 29 213 73 70
Overall 172 57 111

Note:  Data reflect patients discharged alive in 2010 and followed for up to 365 days after discharge. Average days out of hospice reflects the number of days after

discharge until reentry to hospice or death.

Source: Acumen analysis of Medicare claims data.

Furthermore, high rates of live discharge among some
providers may indicate questionable business practices.
Monitoring live discharge rates and causes among
providers could improve quality and fiscal responsibility in
the hospice program.

Beyond the payment reforms discussed in an earlier
section, the Commission previously raised the issue

of whether a different payment structure is needed for
hospice care in nursing facilities. Our prior work has
shown that hospices that have more patients in nursing
homes than other hospices have higher margins (Medicare
Payment Advisory Commission 2013b). We have noted
that the higher profitability among hospices serving
more nursing facility patients may be due partly to the
diagnosis profile and length of stay of the patients they
serve. However, hospices may find caring for patients in
nursing facilities more profitable than caring for patients
at home for reasons in addition to length of stay. There
may be efficiencies in treating hospice patients in a
centralized location in terms of mileage costs, staff travel
time, and as a referral source for new patients. A hospice
may also realize efficiencies in caring for a patient in

a nursing facility because of the overlap in patient care
responsibilities between the hospice and the nursing
facility. In this section, we review the Commission’s
concerns about hospice care in nursing facilities and

present two new Commission analyses, examining
hospice providers’ patient clusters at individual nursing
facilities and hospice aide visits at nursing facilities, which
suggest a reduction to the hospice payment rate in nursing
facilities may be warranted.

Concerns about Medicare’s payment system
for hospice care delivered in nursing homes

The Commission’s prior work highlighted the need for
greater oversight of hospice care provided in nursing
facilities and raised questions about whether a different
payment level is appropriate for hospice care in nursing
facilities. The Commission’s concerns were based on
several factors. A Commission-convened expert panel of
hospice providers and researchers in October 2008 raised
concerns about some hospices’ relationships with nursing
facilities. Panelists cited instances of some hospices
aggressively marketing their service to nursing facility
residents who were likely to have long lengths of stay. At
the extreme, some industry sources described instances of
hospice staff approaching the families of nursing facility
residents with neurological diseases, offering the family
“extra assistance” for the patient, without mentioning

the word “hospice.” Other panelists and industry sources
have described situations suggesting conflicts of interest
in the referral relationships between some nursing homes
and hospices. For example, common ownership, a shared
medical director, and other financial or in-kind transfers
between some hospices and nursing facilities provide
financial incentives for some nursing facilities to refer
patients to hospice and steer them to particular hospice
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TABLE
5-9 Over 60 percent of hospice
nursing home days occur in
facilities where the hospice has

at least 3 patients under its care

Number of patients in an
individual nursing facility
under the care of the same
hospice provider on the

Percent of hospice
nursing home days,
2011

same day

1 14.8%

2 12.5

3 10.7

4 8.9

5-9 27.1

10-19 13.4

20+ 2.1

Unknown 10.5

Note:  The “unknown” category reflects beneficiaries who had hospice claims

that indicate services provided in a nursing facility but for whom there
were no nursing facility records for that day.

Source: MedPAC analysis of Medicare hospice claims, the Minimum Data Set, and
denominator file.

providers.'> 1® These anecdotal reports of questionable
financial relationships between some hospices and nursing
facilities echo some of the concerns raised by the Office of
Inspector General (OIG) more than 15 years ago (Office of
Inspector General 1997).

Nursing facilities and hospices have incentives to refer
and admit certain beneficiaries to hospice because of
financial incentives potentially accruing to both types of
providers. Nursing facility residents tend to have diseases
with longer end-of-life trajectories than patients in the
community. Since, as discussed in previous sections,

long stays in hospice are more profitable than short

stays, nursing facilities may offer hospices a source of
patients for whom current reimbursement levels are more
profitable than average. Beyond the financial advantage of
longer stays, hospices and nursing facilities may realize
other efficiencies from joint provision of care. When a
nursing facility resident enrolls in hospice, the nursing
facility continues to provide room and board services
(such as assistance with activities of daily living) to the
patient, while the hospice provides core palliative services
related to the patient’s terminal illness.!” Because the
nursing facility and the hospice both have responsibility
for aspects of the patient’s care, the overlap can result in
reduced workload for both entities. For example, when

some of a resident’s care is provided by the hospice—
especially care provided by hospice-supplied home health
aides—there may be a reduction of effort on the part of
the nursing facility’s staff, who otherwise would provide
assistance with activities of daily living. Even though the
Medicare conditions of participation require the hospice
to be responsible for professional management of the
patient’s hospice services, the presence of the nursing
facility’s own nurses and aides on site may reduce the need
for the hospice to provide the same amount of services as
would be provided in the patient’s home. For example,
family caregivers may be less comfortable than facility
staff in caring for patients with certain symptoms, which
might result in hospices providing more nurse Vvisits to
patients at home than in a nursing facility. The hospice
may also realize reduced staffing and transportation costs
when serving nursing facility patients—for example, if a
nurse or home health aide visits three beneficiaries in a
single facility rather than traveling to three private homes.

In March 2009, the Commission recommended that

OIG investigate several issues related to hospice care in
nursing facilities, including the financial relationships
between hospices and long-term care facilities, differences
in patterns of nursing home referrals to hospice, and the
appropriateness of enrollment and marketing practices.
Since that time, OIG has completed two studies on hospice
in nursing homes. In September 2009, OIG reported that the
majority of claims for hospice patients in nursing facilities
did not meet at least one of Medicare’s requirements, with
the most common issues being related to the plan of care or
the content of the beneficiary’s hospice election statement
(Office of Inspector General 2009). In 2011, OIG found
that hospices that relied heavily on nursing home patients
were more likely to be for profit and to treat patients with
conditions that typically have longer stays and require less
complex care (Office of Inspector General 2011). OIG
recommended that CMS (1) monitor hospices that rely
heavily on nursing home patients and (2) reduce payment
rates for hospice services provided in nursing homes. In
making the second recommendation, OIG noted the overlap
in hospices’ provision of aide services and the facility’s
provision of aide services.

Clustering of hospice patients in nursing
facilities

One factor that may contribute to the more favorable
margins observed among hospices with more patients in
nursing facilities stems from the treatment of patients in
a centralized location. A centralized location may afford
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a hospice the opportunity to reduce staff time required
for travel between patients as well as mileage costs. Also,
hospices that focus on obtaining patients from certain
facilities may incur lower costs in identifying prospective
patients and potential referral sources.

To observe the degree to which hospice providers have
patients clustered in individual nursing facilities, we
matched Medicare hospice claims data to the nursing
home Minimum Data Set to calculate the number of
hospice patients an individual hospice provider had in a
specific nursing facility on a single day. We estimate that
at least 62 percent of days of hospice care furnished to
nursing facility patients occurred in situations in which the
hospice provider had three or more patients in the same
facility on the same day (Table 5-9). Of that 62 percent,
roughly 20 percent of days were in facilities where the
provider had three or four patients, and about 42 percent of
days were in facilities where the provider had five or more
patients. This result confirms that hospice providers often
have clusters of patients at individual facilities.

Hospice aide visits in nursing facilities

The provision of hospice aide visits in nursing facilities
raises issues of duplicate payment. One role of nursing
facilities is to assist patients with their personal care
needs (e.g., activities of daily living). The nursing home
room and board fees paid largely from Medicaid funds
or by patients and families explicitly cover aide services
provided by nursing facility staff to assist residents with
their personal care needs.'® In the absence of hospice,
aide services are fully provided by facility staff. One
question that could be explored is: Should the Medicare
hospice benefit include aide services for patients residing
in nursing facilities? Currently, aide visits by hospice staff
account for one-third of the average labor cost of hospice
visits in nursing facilities.

A different framework for considering the issue of
payment for hospice care in nursing facilities is to compare
the amount of aide visits provided in a nursing facility

and at a patient’s home. Our previous work shows that,
counterintuitively, hospices provide more aide visits

in nursing facilities than in patients” homes (Medicare
Payment Advisory Commission 2011, Medicare Payment
Advisory Commission 2010). In that work, we raised the
question of whether the higher number of aide visits should
be taken into account in payment rates for hospice services.
Given that nursing facility patients have access to aide
services through facility staff, it seems reasonable to expect

that the amount of aide visits provided by hospice staff in
nursing facilities be no higher than the amount provided

in patients’ homes. If hospices provided similar amounts

of aide visits in the two settings, the average labor cost

for all types of visits combined would be lower in nursing
facilities than in patients’ homes. This suggests that it could
be appropriate to have a lower hospice payment rate in the
nursing facility setting than in the home.

In the present analysis, we continue to observe that
hospice staff provide more aide visits, but fewer nurse
visits, to patients in nursing facilities than to patients at
home (Table 5-10, p. 138).! For example, among patients
who were in the second month of hospice care or beyond
(days 31+ in Table 5-10), hospice aides averaged 2.5
visits per week to patients in nursing facilities compared
with 1.8 visits per week to patients at home, a 43 percent
difference in the number of aide visits per week provided
by hospice staff in the two settings. In contrast, hospice
nurses averaged fewer visits per week to patients in
nursing facilities than to patients at home (Table 5-10).

The greater frequency of hospice aide visits in nursing
facilities compared with patients” homes is reflected in
estimates of the average labor cost of visits in the two
settings. Because hospices provide more aide visits in
nursing facilities than in the home, the average labor cost
for all types of hospice visits combined appears slightly
higher in nursing facilities than in patients’ homes (with
the exception of the last seven days of life) (Figure 5-5,
p- 139). However, if hospice staff provided the same
amount of aide visits to patients in the two settings, the
average labor cost per day for all types of hospice visits
combined would be lower in nursing facilities than in
patients’ homes. This is because hospice staff provide
fewer nurse visits to patients in nursing facilities than

to patients at home. For example, during days 15-30

of a hospice episode, the average labor cost of all types
of visits combined is estimated to be $15.68 per day in
patients’ homes, compared with $16.01 per day in nursing
facilities. If these nursing facility patients received the
same amount of aide visits as patients at home, hospices’
average labor cost per day for all types of visits combined
would be $14.30 for patients in nursing facilities, about
9 percent less than for patients at home for days 15 to

30 of a hospice episode. Averaging across all episode
days, we estimate that the average labor cost of visits per
day would be between 4 percent and 7 percent lower in
nursing facilities than in the home, assuming comparable
levels of aide visits. These data suggest that one policy
option that could be considered is a reduction of the
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Hospices provide more aide visits in nursing facilities than in patients’” homes

Average number of hospice nurse visits
per patient per week

Average number of hospice aide visits
per patient per week

Nursing facility

Nursing facility

Nursing visits as a percent Nursing visits as a percent
Days of episode Home facility of home visits Home facility of home visits
1-7 3.0 2.9 98% 1.1 1.8 156%
8-14 2.0 1.8 91 1.6 24 151
15-30 1.8 1.7 92 1.6 2.5 151
31+ 1.6 1.5 94 1.8 2.5 143
Last 7 days of life 4.2 3.7 87 2.0 2.3 117

Note:  Data include only routine home care days for beneficiaries who were first admitted to hospice between May 1, 2010, and November 30, 2011, and were
discharged by November 30, 2011. Data for the last seven days of life are excluded from all categories except the category labeled “last 7 days of life.”

Source: MedPAC analysis of hospice claims and the common Medicare enrollment file from CMS.

hospice payment rate for beneficiaries in nursing facilities.
Similar to the approach in our payment reform model, if
we adjusted a portion (68 percent) of the hospice payment
rate downward by between 4 percent and 7 percent to
reflect lower resource use in nursing homes, it would yield
a reduction of the total hospice payment rate in nursing
facilities in the range of 3 percent to 5 percent.

This chapter has focused on improving the hospice
payment system and enhancing the accountability of

the benefit. These steps will help to improve payment
equity across providers and temper the incentives for
very long hospice stays. In addition to concerns about
very long hospice stays, the Commission also has
concerns about very short stays. One-quarter of Medicare
hospice decedents receive hospice for five days or less,

a phenomenon that has been unchanged over the past
decade. Very short hospice stays raise concerns that
some beneficiaries enter hospice too late to fully benefit
from the services that hospice has to offer. Very short
hospice stays are thought to stem largely from factors
unrelated to the Medicare hospice payment system, such
as some physicians’ reluctance to have conversations
about hospice or a tendency to delay such discussions
until death is imminent, the difficulty some patients and
families may have in accepting a terminal prognosis,

and financial incentives in the fee-for-service system for
increased volume of services (Medicare Payment Advisory
Commission 2009).

In future research, the Commission may explore ways

to improve the end-of-life care options available to
beneficiaries. For example, we may explore options

for providing more flexibility for concurrent hospice

and conventional care. Currently, to enroll in hospice,
beneficiaries must agree to forgo intensive conventional
care for their terminal condition and related conditions.
This requirement is thought to contribute to some
beneficiaries waiting to enroll in hospice until the

last few days of life. Some commercial insurers have
begun experimenting with allowing concurrent hospice
and conventional care, with one insurer reporting that
concurrent care resulted in greater hospice enrollment,
less use of intensive services, and lower costs (Krakauer
et al. 2009). It is uncertain whether this type of approach
would have the same effect in a Medicare fee-for-service
environment, given an elderly population with a greater
prevalence of noncancer diagnoses and the absence of
health plan utilization management. PPACA mandates a
three-year demonstration of concurrent care at 15 sites
to test its effect on quality and cost; however, no funding
was appropriated for the demonstration. In the future, the
Commission may examine options related to concurrent
care, such as considering whether there may be ways

to provide flexibility for concurrent care through the
Medicare Advantage program or through targeted fee-for-

138 Medicare hospice policy issues



service demonstrations focused on specific conditions in
which concurrent care is thought to have the best chance
of not increasing spending.

Another approach that may have potential to improve end-
of-life care is shared decision making. Shared decision
making is a process by which a physician or other health
care professional communicates to the patient personalized
information about the potential outcomes, probabilities,
and scientific uncertainties of available treatment options,
and the patient communicates his or her preferences and
the relative importance he or she places on the potential
benefits and harms of the various options. Shared-
decision-making tools may be helpful to patients with
terminal illnesses because many physicians have difficulty
having conversations about death and end-of-life care. As
a result, patients do not always have a full understanding
of their prognosis and options for care. Some private
insurers have begun using shared-decision-making tools
to help physicians and patients have conversations about
advanced illnesses and improve the information patients
receive about their condition and care options. These
approaches have the potential to help ensure that patients
receive care consistent with their preferences, which may
improve end-of-life care for patients who choose hospice
and for those who do not. In our continued work on shared
decision making, we may explore efforts by the medical
community and commercial insurers to develop and
implement shared-decision-making tools for patients with
advanced illnesses. B

Average labor cost of visits per day (in dollars)

Average labor cost of routine
home care visits per day by setting

B Home
[0 Nursing facility

[ Nursing facility if same amount

40

of aide visits as home

35 a
30 -
25

20

8-14 15-30 31+ Last /

days of life
Days of episode

Note:

Source:

Data reflect labor cost for the six types of visits (from nurses; aides; social
workers; and physical, occupational, and speech therapists) and social
worker phone calls. The data include only those beneficiaries who were
first admitted to hospice between May 1, 2010, and November 30,
2011, and were discharged by November 30, 2011. The underlying
data include only days when the patient received routine home care and
the location of care was the home or a nursing facility. Data for the last
7 days of life are excluded from all bars except the ones labeled “last 7
days of life.”

MedPAC analysis of hospice claims and the common Medicare enrollment
file from CMS and the wage rates and benefits from the Occupational
Employment Statistics and the Employer Cost for Employee Compensation
from the Bureau of Labor Statistics.
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Endnotes

Under the Medicare hospice benefit, there are four types

of care: routine home care, continuous home care, general
inpatient care, and inpatient respite care. Routine home care,
which can be provided in a variety of settings—including the
patient’s home, a nursing facility, an assisted living facility,
and other types of facilities—makes up more than 97 percent
of hospice days. There is a flat payment per day of about
$153 for routine home care regardless of whether any visit is
provided on a day.

Patients who received routine home care for a portion of their
hospice stay and another level of care for the other portion

of their stay were included in the analysis on the days they
received routine home care, which allowed us to include in
our analysis all days that were paid at the routine home care
level of care.

Hospices also report physicians’ visits. We did not include
physicians’ visits in our analysis because Medicare pays for
them separately, outside the payment for routine home care.

A hospice is permitted to report social workers’ phone calls
on the claim if the call involves counseling the patient or
family or is for the purpose of arranging care.

Our model treats all hospice days as one episode, regardless of
whether a patient is discharged alive from hospice and returns
to hospice or whether the patient moves from one level of
hospice care to another. In implementing a U-shaped payment
model for routine home care, an issue that would need to be
considered is what payment rate is appropriate when a patient
reenters hospice after a live discharge or moves from a higher
level of care to routine home care. In considering this issue,

it would be important to avoid creating financial incentives
for providers to discharge and readmit patients or to move
patients between levels of care for any reason other than
clinical appropriateness.

As under current policy, payments would continue to be
adjusted for geographic differences in wages.

The add-on payment for the last seven days of life is added
to the payment rate that would otherwise apply for those
days if they were not the last seven days. For example, if a
beneficiary who received routine home care was discharged
deceased with a length of stay of 21 days, Medicare would
pay about $268 per day ($148 + $120) for days 15-21
because they were the last 7 days of life.

The Medicare aggregate cap limits the total payments an
individual hospice can receive in a year. Under the cap, if a
hospice’s total Medicare payments exceed its total number of
Medicare beneficiaries served multiplied by the cap amount

10

11

12

(8$25,377.01 in 2012), it is required to repay the excess to
Medicare.

These aggregate spending figures do not take into account the
return of cap overpayments by above-cap providers. At the
time of publication, the 2011 cap overpayment amounts were
not finalized by the Medicare contractors. The Commission
estimated that 2010 cap overpayments were less than $150
million. Medicare’s ability to fully collect these overpayments
is uncertain, especially if a provider closes.

The nearly $8 billion estimate reflects 2011 hospice spending
for patients whose stays exceeded 180 days by the end of
2011 or by the time of discharge if hospice care ceased before
the end of 2011. Some patients whose stays were less than
180 days as of the end of 2011 continue to receive hospice in
future years and eventually exceed 180 days of hospice care.
The 2011 spending for those beneficiaries is not included in
the $8 billion figure.

Medicare pays hospice providers a daily rate to cover all
care related to the terminal condition. If a beneficiary needs
care that is unrelated to the terminal condition, traditional
Medicare covers the service. The hospice is responsible for
all services related to the terminal condition that are in the
beneficiary’s plan of care; if the beneficiary pursues care
related to the terminal condition that is not in the plan of
care, the beneficiary may be liable for the cost. In particular,
a plan of care typically does not include emergency services,
consistent with the hospice emphasis on comfort over cure.
Hospice has a role to educate patients and families about
what to expect as death nears and provide a clear plan and
information on who to call and what to do in the event of an
exacerbation or crisis. If a patient or family member deviates
from the plan of care to call an ambulance rather than a
hospice contact, because of alarm or other factors, or pursues
other emergency services not in the plan of care, in some
cases the hospice may not cover services, leading the patient
or family to revoke hospice rather than bear the cost.

We looked at beneficiaries who had an emergency room visit
or inpatient stay on the day of or after discharge as a proxy for
these services being the reason for discharge. We found that
27 percent of all beneficiaries discharged alive in 2010 had an
emergency room visit or inpatient stay on the day of or after
their first discharge. Use of this conventional care at discharge
was associated with a quick return to hospice: 46 percent

of those who had either service returned to hospice or died
within seven days.

Effective July 1, 2012, CMS promulgated specific codes that
hospices must use to specify the reason for live discharge
from hospice. These codes may help separate live discharges
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due to the beneficiary revoking the hospice benefit (because of
beneficiary or family choice, pursuing services not in the plan
of care, quality of care, etc.) from hospice-initiated discharges
because the beneficiary’s condition is no longer considered
terminal or for other reasons.

Hospice episodes in 2010 were followed through April 2012.

The $156 amount represents the average per diem payment
rate across all levels of care for beneficiaries in 2010. Other
sections in this chapter cite a daily payment rate of $153,
representing the per diem rate for routine care in hospice in
2013.

Nursing homes have the capacity to steer patients to particular
hospice providers in part because a hospice must have a
written agreement with a nursing facility before providing
hospice services to any of the facility’s residents. While the
hospice is paid for hospice services by Medicare, the hospice
must have a written agreement with the nursing facility

that stipulates a number of issues, including what services
the hospice is responsible for, the mode of communication
between the organizations, and any hospice services the
hospice provider will contract with the nursing facility to
provide.

In addition, for patients who are dually eligible for Medicare
and Medicaid, when a patient residing in a nursing facility
elects hospice, most states pay the Medicaid nursing facility
room and board payment to the hospice, which is then
responsible for paying the nursing facility for room and board.
The amount that the hospice agrees to pay the nursing facility
for room and board for dual eligibles is also part of the written
agreement between the two providers.

16
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For example, we have heard anecdotal reports from industry
sources that some nursing facilities request that hospice
staff provide a certain amount of aide services in the nursing
facility as a condition of referring patients to the hospice.

Room and board services include personal care services,
assistance in activities of daily living, socializing activities,
administration of medication, maintaining the cleanliness of
a resident’s room, and supervising and assisting in the use of
durable medical equipment and prescribed therapies. Core
palliative hospice services include nursing care, physician
care, counseling, and medical social services related to the
diagnosed terminal illness.

When a beneficiary dually eligible for Medicare and Medicaid
in a nursing facility elects hospice, most state Medicaid
programs pay the Medicaid room and board payment to the
hospice, which is then responsible for paying the nursing
facility the room and board payment. Under Medicaid, states
are permitted to pay no less than 95 percent of the standard
room and board rate to the hospice.

This analysis focuses on the number of visits provided by
hospice staff. The length of hospice visits also varies across
the two settings. Nursing facility patients typically receive
slightly shorter visits (about 5 percent fewer minutes per
visit) from hospice aides and hospice nurses than patients at
home. An exception to this is the first week of the episode
(when hospice nurses provide slightly longer visits in nursing
facilities than in patients’ homes) and the last seven days

of life (when hospice nurses and aides provide similar visit
lengths in the two settings).
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Chapter summary In this chapter

Dual-eligible beneficiaries are eligible for both Medicare and Medicaid ¢ Introduction

benefits. In 2011, about 19 percent of Medicare beneficiaries (about 10 ) o
* Overview of dual-eligible

million) were dual eligible. The dual-eligible population is diverse and

beneficiaries
includes individuals with multiple chronic conditions; difficulties with
activities of daily living; cognitive impairments such as dementia; individuals e Medicare and Medicaid
with physical disabilities, developmental disabilities, and severe mental spending on dual-eligible
illness; and some individuals who are relatively healthy but have a low beneficiaries

income. Because of their diverse needs, dual-eligible beneficiaries require a .
e Care delivery systems for

dual-eligible beneficiaries
services. Given the challenges this population faces in aCCEeSSING SEIVICES e

mix of medical care, long-term care, behavioral health services, and social

through two payment and delivery systems, programs that coordinate dual-
eligible beneficiaries’ Medicare and Medicaid benefits (which we refer to as
Medicare-Medicaid coordination programs) have the potential to improve
dual-eligible beneficiaries’ access to services and quality of care. This chapter
reviews pathways to dual eligibility, updated Medicare and Medicaid spending
on dual-eligible beneficiaries for 2009, and care coordination best practices

from Medicare—-Medicaid coordination programs.

*  Pathways to eligibility—Dual-cligible beneficiaries age 65 or older obtain
Medicare eligibility due to age and receipt of Social Security benefits.
They may have income and assets low enough to qualify for Medicaid

when they enter the Medicare program or they may obtain Medicaid
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eligibility (and dual-eligible status) after spending down their income and assets
on medical expenses. Dual-eligible beneficiaries under the age of 65 obtain
Medicare eligibility through disability (a physical disability, developmental
disability, end-stage renal disease (ESRD), or disabling mental health
condition), generally through the Social Security Disability Insurance (SSDI)
program. Beneficiaries on SSDI can become dually eligible if their income and

assets qualify them for Supplemental Security Income in their state.

Medicare and Medicaid spending—Close to 6 million dual-eligible
beneficiaries (excluding beneficiaries enrolled in Medicare Advantage plans
and those with ESRD) who were enrolled in Medicare fee-for-service (FFS)

in 2009 met the inclusion criteria from our analysis. These beneficiaries
collectively accounted for almost $93 billion in Medicare FFS and Part D
spending. Dual-eligible beneficiaries age 65 or older accounted for almost two-
thirds of this spending and had higher average per capita spending than dual-
eligible beneficiaries under the age of 65. In 2009, Medicaid FFS and managed
care spending on dual-eligible beneficiaries totaled $80 billion, while combined
Medicare and Medicaid spending for these beneficiaries was approximately
$173 billion. Medicare accounted for just over half of the combined spending
for both the older and the younger dual-eligible populations. Total federal
spending on dual-eligible beneficiaries—Medicare spending and the federal
portion of Medicaid spending on dual-eligible beneficiaries—is higher than

state spending.

Long-term care services and supports—Medicaid-covered long-term

care services and supports (LTSS) can be provided in institutions or in the
community. In 2009, slightly more than one-third of Medicare FFS dual-
eligible beneficiaries utilized Medicaid-covered LTSS services (excluding
beneficiaries with ESRD). Medicaid spending per capita was much higher for
LTSS users ($35,031) than for non-LTSS users ($2,374). Medicare accounted
for 40 percent of combined spending for LTSS users and 83 percent of
combined spending for non-LTSS users. For LTSS users both over and under
the age of 65, Medicaid LTSS spending per capita was more than twice as high

for institutional LTSS services compared to community-based LTSS services.

Severe and persistent mental illness—We defined severe and persistent mental
illness (SPMI) as the presence of schizophrenia, schizoaffective disorder,
bipolar disorder, major depressive disorder, or paranoid disorder. In 2009,

20 percent of all dual-eligible beneficiaries enrolled in FFS during the entire
year (excluding beneficiaries with ESRD) had at least one SPMI condition.
Almost one-third of dual-eligible beneficiaries under the age of 65 had an SPMI
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condition, compared with 10 percent of dual-eligible beneficiaries age 65 or
older. Two-thirds of SPMI beneficiaries age 65 or older utilized LTSS services
in 2009, while less than one-quarter of the younger dual-eligible population
with SPMI were LTSS users. Average Medicare and Medicaid spending per
capita was higher for SPMI dual-eligible beneficiaries age 65 or older than for
those under the age of 65.

* Care delivery systems for dual-eligible beneficiaries—We conducted
structured interviews with stakeholders (federally qualified health centers
(FQHCs) and community health centers (CHCs), primary care physicians,
health systems, behavioral health providers, aging services organizations,
community-based care managers, beneficiary advocates, and health plans)
in five states with Medicare—Medicaid coordination programs. Dual-eligible
beneficiaries (both those enrolled in Medicare-Medicaid coordination programs
and those not enrolled in those programs) were consistently reported to need
high-contact, on-the-ground, intensive care management given that their
issues are not likely to be resolved in a few physician visits. Dual-eligible
beneficiaries’ providers tend to operate only in their respective settings and
communication with one another across settings regarding a patient’s care is
not common. Medicare—Medicaid coordination programs focus on getting
providers in various settings—for example, hospitals, physicians’ offices,
and social service agencies, among others—to communicate with one
another regarding a beneficiary’s care. These programs also seek to leverage
community-based resources, including care coordination activities at FQHCs
and CHCs. Many FQHCs and CHCs are uniquely positioned to coordinate care
for dual-eligible beneficiaries because they provide primary care, behavioral

health services, and care management services, often at the same clinic site. ll
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Dual-eligible beneficiaries are eligible for both Medicare and
Medicaid benefits. In 2011, about 19 percent of Medicare
beneficiaries (about 10 million) were dual eligible.' The
dual-eligible population is diverse and includes individuals
with multiple chronic conditions; difficulties with activities
of daily living; cognitive impairments such as dementia;
individuals with physical disabilities, developmental
disabilities, and severe mental illness; and some individuals
who are relatively healthy. Because of their diverse needs,
dual-eligible beneficiaries require a mix of medical care,
long-term care, behavioral health services, and social
services. Dual-eligible beneficiaries also have fewer
financial resources than the general Medicare population.
In 2006, more than half of dual-eligible beneficiaries had
incomes below the poverty line, compared with 8 percent
of non—dual-eligible Medicare beneficiaries (Medicare
Payment Advisory Commission 2010).

Given the challenges this population faces in accessing
services through two payment and delivery systems,
programs that coordinate dual-eligible beneficiaries’
Medicare and Medicaid benefits (which we refer to as
Medicare—-Medicaid coordination programs) have the
potential to improve dual-eligible beneficiaries’ access to
services and quality of care. Current Medicare-Medicaid
coordination programs are either capitated managed care
programs, in which both Medicare and Medicaid services
are capitated, or they are Medicaid programs in which
Medicare services are provided through Medicare fee-for-
service (FFS). The capitated programs are operated by
health plans, which are financially at risk for the Medicare
and Medicaid services they furnish.” The Medicare—
Medicaid coordination programs that operate under
Medicare FFS generally adopt a medical home approach.
These coordination programs receive a per member per
month fee from Medicare or Medicaid to coordinate
beneficiaries’ Medicare and Medicaid benefits, but
Medicare services are still paid through FFS.

In general, there are small numbers of Medicare—-Medicaid
coordination programs, and enrollment in these programs
tends to be low (Medicare Payment Advisory Commission
2010). Most dual-eligible beneficiaries are enrolled in
traditional FFS Medicare or Medicare Advantage (MA)
plans that do not coordinate their Medicaid benefits.

This chapter reviews the pathways to dual eligibility,
updated Medicare and Medicaid spending on dual-eligible
beneficiaries for 2009, and care coordination best practices
from Medicare—Medicaid coordination programs.

There are different pathways to becoming a dual-eligible
beneficiary. Partly because of this fact, dual-eligible
beneficiaries are not a homogeneous group. Individuals
65 years or older qualify for Medicare on the basis of age
and receipt of Social Security benefits.> Medicaid, by
contrast, is a program for people with limited income and
assets. Medicare beneficiaries 65 or older can be eligible
for Medicaid and become dual-eligible beneficiaries if
they meet their state’s Medicaid income and asset criteria.
For individuals under age 65, Medicare entitlement is
based on disability. Workers under the age of 65 who
have paid into Social Security and become disabled can
qualify for Social Security Disability Insurance (SSDI).
SSDI beneficiaries qualify for Medicare benefits after 24
months of Social Security status as a disabled person.*

If SSDI beneficiaries also have incomes that are low
enough to qualify for Supplemental Security Income (SSI)
payments, they also qualify for Medicaid benefits in most
states (Woodcock et al. 2011).> SSDI beneficiaries may
have a physical disability, an intellectual or developmental
disability, or a mental health condition. In some states,
Medicare beneficiaries in either age group may also
qualify for Medicaid through medically needy eligibility
by “spending down” income and assets, generally during
a nursing home stay. These individuals are Medicare
beneficiaries who do not initially meet the Medicaid
income and assets requirements but incur medical
expenses that reduce their income and assets to the level
that qualifies for a state’s medically needy program.

Full-benefit and partial-benefit dual-eligible
beneficiaries

Dual-eligible beneficiaries (both those age 65 or older
and those under age 65) can be full-benefit dual-eligible
beneficiaries or partial-benefit dual-eligible beneficiaries.
Full-benefit dual-eligible beneficiaries receive all the
services that Medicaid covers in their state (including
long-term care) as well as assistance with their Medicare
premiums and other cost sharing. (For a complete list of
mandatory and optional Medicaid benefits, see online
Appendix 6-A to this chapter at http://www.medpac.gov).

Partial-benefit dual-eligible beneficiaries qualify for
Medicaid coverage through the Medicare Savings Program
(MSP) (Table 6-1, p. 150). Partial-benefit dual-eligible
beneficiaries have limited incomes and assets, but their
income and assets are not low enough to qualify them for
full Medicaid benefits in their state. These dual-eligible
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TABLE
6-1

Medicare Savings Program

Medicare Savings Program  Eligibility requirements Cost-sharing assistance Funding
Qualified Medicare ® Income < 100% FPL Payment of Medicare Part A Payment comes from the
beneficiaries (QMB) * Resources do not exceed SSI limit and Part B: state’s Medicaid program
* Premiums funds and is eligible for
e Deductibles federal match.
e Coinsurance
e Copayment
Eligible for Part D LIS
Specified low-income * Income > 100% FPL, but <120% Payment of: Payment comes from the
Medicare beneficiaries ® Resources do not exceed SSI limit * Medicare Part B premiums state’s Medicaid program
(SLMB) funds and is eligible for
Eligible for Part D LIS federal match.
Qualified individuals ® Income > 120% FPL, but <135% Payment of: Expenditures are100%
* Resources do not exceed SSI limit * Medicare Part B premiums federally funded and total
expenditures are limited
Eligible for Part D LIS by statute.
Qualified disabled and * Those who lost Medicare Part A Payment of: Payment comes from the
working individuals benefits due to returning to work * Medicare Part A premiums state’s Medicaid program

® Income < 200% FPL
e Resources do not exceed SSI limit

funds and is eligible for
federal match.

Note:  FPL (federal poverty limit), (SSI) supplemental security income, LIS (low-income subsidy). Two categories of QMBs and SLMBs—QMB plus and SLMB plus—are
eligible for full Medicaid benefits in addition to costsharing assistance. Other dual-eligible beneficiaries qualify for full Medicaid benefits but do not qualify through

the Medicare Savings Program.

Source: Centers for Medicare & Medicaid Services 2012.

beneficiaries are eligible for assistance only with their
Medicare premiums or other cost sharing. There are four
categories of partial-benefit dual-eligible beneficiaries

in the MSP program: qualified Medicare beneficiaries,
specified low-income Medicare beneficiaries, qualified
individuals, and qualified disabled and working
individuals. Qualified Medicare beneficiaries are eligible
for Medicaid assistance for their entire Medicare cost
sharing (Part A premium, Part B premium, deductibles,
and coinsurance) and are eligible for the low-income
subsidy in Part D, Medicare’s prescription drug program.
The other categories of partial-benefit dual-eligible
beneficiaries are eligible for assistance with only some
of their Medicare cost sharing, and they are also eligible
for the low-income subsidy (see Table 6-A1 in the online
appendix to this chapter, available at http://www.medpac.
gov, for a more detailed description of MSP categories).®

Beneficiary demographics

According to 2011 data for the FFS Medicare population,
dual-eligible beneficiaries were more likely than other

beneficiaries to belong to racial and ethnic minority
groups. However, Whites still constituted the majority

of both dual-eligible beneficiaries and non—dual-eligible
beneficiaries. Of the beneficiaries enrolled in FFS
Medicare, about 58 percent of dual-eligible beneficiaries
were White compared with 84 percent of non—dual
eligibles.” At 19 percent of the dual-eligible population,
African Americans accounted for the second largest racial
or ethnic group of dual-eligible beneficiaries. In contrast,
African Americans accounted for 8 percent of the non—
dual-eligible population. Hispanics accounted for the third
largest racial or ethnic group of dual-eligible beneficiaries,
constituting 14 percent of dual-eligible beneficiaries.
About 4.5 percent of the non—dual-eligible FFS population
was Hispanic.

Medicare and Medicaid benefits for dual-
eligible beneficiaries

Medicare is the primary payer for dual-eligible
beneficiaries. These beneficiaries are eligible for the
same Medicare benefits as other Medicare beneficiaries.
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For Medicaid, there are certain services that states must
cover for dual-eligible beneficiaries, including nursing
home care, Medicare cost sharing, coverage for inpatient
hospital and nursing facility services when Part A
coverage is exhausted, and nonskilled home health care
(see Table 6-A2 in the online appendix to this chapter,
available at http://www.medpac.gov). States have the
option to cover other services—such as dental, vision,
hearing, and transportation to medical appointments. In
general, Medicare coverage lacks social support services,
such as transportation to and from medical appointments.
Since the Medicare benefit is limited in this way, Medicaid
provides services that wrap around Medicare’s acute care
benefit. There is considerable variation across states in the
services covered, resulting in different benefits for dual-
eligible beneficiaries depending on where they live.

Medicaid is a joint federal- and state-funded program. The
costs of Medicaid services are shared between the federal
government and states, with the states receiving federal
matching funds (also known as federal medical assistance
percentage). The amount of the federal match a state can
receive is based on each state’s per capita income, but the
federal government pays at least half the cost of Medicaid
services. States with the lowest level of per capita income
receive the highest levels of federal matching funds.

Long-term care services and supports

Long-term care services and supports (LTSS) are
supportive services for individuals with limited capacity
for self-care (O’Shaughnessy 2013). Medicaid covers a
broad range of LTSS that are provided in institutions or
in the community. Institutional LTSS include services
provided in nursing facilities, intermediate care facilities
for people with developmental disabilities, inpatient
psychiatric services for individuals under age 21, and
services for individuals age 65 or older in an institution
for mental illnesses (Centers for Medicare & Medicaid
Services 2013). Community-based LTSS may include
home health and personal care services, along with a
variety of other services that vary by state. Community-
based LTSS offer beneficiaries the option to receive
services in their own home or community and serve a
variety of populations, including those with mental illness,
intellectual disabilities, and physical disabilities.

States are required to include some LTSS in their state
plan (a document that specifies the scope of the state’s
Medicaid program). States may also offer LTSS through
the home- and community-based services (HCBS)
waiver programs. HCBS waiver programs can offer

a broader array of LTSS than those covered under a
state plan, and they can be limited to specific groups
of dual-eligible beneficiaries (such as the intellectually
and developmentally disabled). Many states focus on
rebalancing their long-term care system by trying to
offer LTSS in the home or community rather than in an
institutional setting.

Behavioral health services

Behavioral health services consist of mental health and
substance abuse services. For behavioral health services,
Medicare currently covers reasonable and necessary
partial hospitalizations and traditional outpatient and
inpatient visits to behavioral health providers (Bella 2012).
Although federal law does not contain explicit provisions
for which types of behavioral health services can be
provided, all state Medicaid programs offer some mental
health and substance abuse services. Compared with
Medicare, Medicaid programs can cover a broader range
of behavioral health services, which can include social
work; personal care; rehabilitation and preventive services;
clinic services (such as in a community mental health
center); and targeted case management intended to help
beneficiaries access social, medical, educational, and other
services (Shirk 2008).

Outcomes of Medicare-Medicaid
coordination programs

The literature generally suggests that Medicare—Medicaid
coordination programs for dual-eligible beneficiaries can
reduce hospital and nursing home utilization and health
care expenditures. Most of the evidence on Medicare—
Medicaid coordination programs is specific to the Program
of All-Inclusive Care for the Elderly (PACE)—a capitated,
provider-based Medicare-Medicaid coordination program
(Medicare Payment Advisory Commission 2012). A
number of evaluations and research studies show that
beneficiaries enrolled in PACE had fewer hospitalizations
and nursing home admissions and a lower mortality

rate than similar beneficiaries who were not enrolled in
PACE. In one CMS-sponsored evaluation, the study group
consisted of beneficiaries who enrolled at 11 PACE sites,
and the comparison group consisted of beneficiaries who
expressed interest in joining one of these PACE sites,

had a home visit conducted by PACE staff, and decided
not to enroll in the program (Chatterji et al. 1998). PACE
enrollees in this study were 50 percent less likely than
comparison group members to have had 1 or more hospital
admissions at the 6-month follow-up and 40 percent less
likely at the 12-month follow-up. They also had fewer
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hospital days than the comparison group. At the 6-month
follow-up, the mean number of hospital days for PACE
enrollees was 1.9 days, compared with 6.1 days for

the comparison group. At 12 months, PACE enrollees
averaged 3 fewer days in the hospital than comparison
group members. Nursing home use was also lower for
PACE enrollees at 6 months and 12 months after baseline.
At the six-month follow-up, 30 percent of comparison
group members had one or more admissions to a nursing
home compared with 10 percent for PACE enrollees. At
the 12-month follow-up, PACE enrollees were 52 percent
less likely than comparison group members to have had a
nursing home stay.

PACE enrollees also had better self-reported health
status and quality of life and a lower mortality rate than
the comparison group. At six months after baseline,

43 percent of PACE enrollees reported being in good

or excellent health, compared with 37 percent of the
comparison group, and 72 percent of PACE enrollees
reported their lives were “pretty satisfying,” compared
with 55 percent of the comparison group. Mortality was
also lower among the PACE enrollees. Over the 2.5-year
observation period, 19 percent of PACE enrollees died,
compared with 25 percent of the comparison group.
Regression results estimated a median life expectancy
of 5.2 years for PACE enrollees and 3.9 years for
comparison group members.

Another evaluation found that PACE enrollees in one
state had a lower risk of dying and greater stability

in physical functioning than Medicaid beneficiaries
receiving HCBS services in that state. However, the state
spent more on PACE enrollees than on HCBS enrollees.
This difference may have been because the PACE
enrollees had similar acuity to the HCBS population but
the state payment rates for PACE were higher than for
the HCBS program (Mancuso et al. 2005). Another study
compared five-year survival rates for enrollees in PACE
with enrollees in a HCBS program and beneficiaries
residing in nursing homes (Wieland et al. 2010). The
study found that the median survival rate was longest for
PACE enrollees at 4.2 years, compared with 3.5 years
for enrollees in the waiver program and 2.3 years for
beneficiaries in nursing homes.

Savings from Medicare-Medicaid
coordination programs and LTSS rebalancing

Lower utilization and health care costs do not necessarily
result in savings to the Medicare and Medicaid programs.
Payment to the plans operating Medicare—Medicaid

coordination programs, including PACE providers, are
based on the same capitated system under which all MA
plans are paid. Whether Medicare—Medicaid coordination
programs reduce Medicare spending depends on how the
capitation rates compare with FFS spending. Medicare
currently spends more on beneficiaries who enroll in

MA plans than the program would have spent had the
beneficiaries remained in FFS. Although payments to
MA plans in aggregate are projected to be closer to FFS
spending levels in 2013 than they were in 2012, they are
still projected to be 4 percent higher than FFS spending in
2013 (Medicare Payment Advisory Commission 2013).

Savings to the Medicaid program might accrue through
rebalancing Medicaid LTSS. Rebalancing refers to
increasing the proportion of LTSS provided through
HCBS while reducing the proportion furnished in
institutions. Rebalancing efforts can occur through
Medicare-Medicaid coordination programs or through
state initiatives that are independent of coordination

with Medicare. The evidence of Medicaid savings due to
rebalancing is limited and study findings are mixed. An
Agency for Healthcare Research and Quality (AHRQ)
review of the literature on this topic from 1995 to 2012
found insufficient evidence to compare costs of HCBS
and nursing home services (Wysocki et al. 2012). AHRQ
considered the evidence to be insufficient because the
studies accounted for Medicaid spending on nursing
home services but did not account for total Medicaid
spending or Medicaid beneficiaries’ out-of-pocket
spending. The literature review also found that HCBS can
reduce Medicaid spending on a per user basis by avoiding
a more costly nursing home stay; however, total Medicaid
spending might not be reduced if nursing home beds
continue to be filled by other Medicaid beneficiaries.

Another systematic review concluded that evaluations of
Medicaid HCBS waivers were weak (Grabowski 2006).
One study discussed in the review—a 1994 Government
Accountability Office (GAO) study of Oregon,
Washington, and Wisconsin—compared unadjusted

per capita expenditures for Medicaid beneficiaries in
nursing homes and those in HCBS waivers (Government
Accountability Office 1995). GAO found that average
Medicaid expenditures per capita were higher for
Medicaid beneficiaries in nursing homes than for those
receiving HCBS waiver services. However, Grabowski
(2006) noted that this study did not assess aggregate
Medicaid spending, thus limiting its findings. The

GAO study also found that the number of nursing home
beds in the three states examined decreased slightly
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between 1982 and 1993, while the number of nursing
home beds increased nationally by 20 percent over the
same period. Another study analyzed whether growth in
HCBS Medicaid spending was associated with overall
Medicaid savings in Colorado, Oregon, and Washington
by comparing projected and actual Medicaid long-term
care costs (Alecxih et al. 1996). The study estimated that
HCBS spending resulted in overall Medicaid savings

in each state. However, Grabowski noted that not all
confounding factors were controlled for in this study.
Most notably, these states had other nursing home
diversion policies in place.

A more recent study developed a statistical model using
Medicaid data between 1995 and 2009 from almost
every state to assess the effect of rebalancing on overall
Medicaid LTSS expenditures (Kaye 2012). The research
found that shifting LTSS spending toward HCBS has a
nonlinear effect on Medicaid LTSS spending. Gradual
rebalancing—defined as shifting about 2 percentage
points of LTSS spending toward HCBS each year—can
reduce overall Medicaid LTSS spending by an estimated
15 percent over 10 years. However, the effects of faster
rebalancing are not consistent. Rapid rebalancing can
reduce Medicaid LTSS spending if funds are shifted
toward waiver programs. Alternatively, it can have no
effect on spending if rebalancing efforts favor personal
care services.

Medicare and Medicaid spending on
dual-eligible beneficiaries

The following results are based on a quantitative
analysis of combined Medicare and Medicaid data for
dual-eligible beneficiaries. We analyzed Medicare and
Medicaid spending for beneficiaries who were enrolled in
Medicare FFS Part A and Part B every month they were
eligible for Medicare in 2009. This definition includes
beneficiaries who were not eligible for Medicare for the
entire year and beneficiaries who died during the year.
From this population, we divided beneficiaries into dual-
eligible and non—dual-eligible beneficiaries. We defined
dual-eligible beneficiaries as having dual-eligible status
the entire time they were enrolled in Medicare in 2009;
non—dual-eligible beneficiaries never had dual-eligible
status.® Of all beneficiaries enrolled in FES Medicare

in 2009, about 11 percent of beneficiaries with any dual
eligibility during the year were both dual eligible and

non—dual eligible during the year, and about 1 percent
were both Medicaid only and dual eligible. These groups
were excluded from the analyses presented in Table 6-2
through Table 6-6 but were included in the analysis of
beneficiaries with severe and persistent mental illness
(SPMI) (Table 6-7). Other groups excluded from Table 6-2
through Table 6-7 are beneficiaries who were enrolled in
an MA plan during the entire year, beneficiaries who were
enrolled in both Medicare FFS and an MA plan during the
year, beneficiaries with end-stage renal disease (ESRD),
beneficiaries enrolled only in Medicare Part A, and
beneficiaries enrolled only in Medicare Part B.

In 20009, close to 6 million dual-eligible beneficiaries
(excluding ESRD beneficiaries) were enrolled in Medicare
FFS and met the inclusion criteria for our analysis (Table
6-2, p. 154). Most dual-eligible beneficiaries (58 percent)
were age 65 or older and about 42 percent were under

age 65. A little more than three-quarters (76 percent) of
dual-eligible beneficiaries were full-benefit dual eligibles
and 20 percent were partial-benefit dual eligibles. About 4
percent of dual-eligible beneficiaries in this sample were
both full-benefit and partial-benefit dual eligibles during
the year. These beneficiaries are included in the analysis,
but results for them are not displayed separately.

In 2009, Medicare spent close to $93 billion on FFS and
Part D benefits for dual-eligible beneficiaries enrolled
in FFS. Dual-eligible beneficiaries age 65 or older
accounted for more spending than younger dual-eligible
beneficiaries. The dual-eligible beneficiaries age 65 or
older accounted for almost two-thirds (62 percent) of
Medicare spending on dual-eligible beneficiaries. Per
capita spending was also higher for these beneficiaries
($16,878) compared with younger dual-eligible
beneficiaries ($14,183). In 2009, full-benefit beneficiaries
accounted for almost 80 percent of Medicare spending
on the dual-eligible population, while partial-benefit
beneficiaries accounted for 15 percent. Those who were
both full-benefit and partial-benefit beneficiaries during
the year accounted for the remainder of spending (6
percent) (data not shown).

In 2009, Medicare FES and Part D spending on non—
dual-eligible Medicare beneficiaries was close to $200
billion, more than twice the amount spent on dual-eligible
beneficiaries in that year. However, per capita spending
on dual-eligible beneficiaries in FFS ($15,743) was
almost twice the per capita spending on non—dual-eligible
Medicare beneficiaries ($8,081).

Report to the Congress: Medicare and the Health Care Delivery System | June 2013 153



TABLE

6-2 Medicare spending for beneficiaries enrolled in Medicare FFS, 2009
Medicare Percent of
Number of Percent spending, Medicare
beneficiaries of dual FFS and Part D spending for Per capita
Category of beneficiary (in millions) eligibles (in billions) dual eligibles spending
All dual eligibles 59 100% $92.9 100% $15,743
Age 65 or older 3.4 58 57.6 62 16,878
Under age 65 2.5 42 353 38 14,183
Full benefit* 4.5 76 73.1 79 16,371
Partial benefit* 1.2 20 14.4 15 12,215
Non-dual-eligible Medicare beneficiaries 24.6 0 199.0 0 8,081

Note:  FFS (fee-for-service). Data exclude end-stage renal disease beneficiaries. The per capita spending amounts in the table were calculated using nonrounded numbers
and therefore may not exactly match per capita spending calculations using the Medicare spending and number of beneficiaries in the table.
*"Full benefit” and “partial benefit” do not sum to 100 percent because 4 percent of the dual eligibles in our sample had both full-benefit and partial-benefit dual-

eligible status in 2009.

Source: Common Medicare Environment, Medicare Standard Analytical File claims, and Part D Medicare data. Dual eligibility defined using the Common Medicare

Environment.

On average, Medicare spending per user was higher for
dual-eligible beneficiaries than for non—dual-eligible
beneficiaries for inpatient services, outpatient services,
skilled nursing facility services, home health care,
hospice, durable medical equipment, physician and
supplier services, and Part D drugs (Table 6-3). Per user
Part D spending was almost three times higher for dual-
eligible beneficiaries ($4,473) than for non—dual-eligible
beneficiaries ($1,517). Compared with the younger dual-
eligible population, per user Medicare spending was
higher for dual eligibles age 65 or older for skilled nursing
facility, home health care, hospice, and physician and
supplier services. In contrast, compared with the dual-
eligible population age 65 or older, per user Medicare
spending for inpatient services, outpatient services,
durable medical equipment, and Part D services was
higher for dual-eligible beneficiaries under the age of
65. Medicare expenditures per user were higher for full-
benefit dual-eligible beneficiaries than for partial-benefit
dual-eligible beneficiaries for each type of service in this
analysis and for Part D drugs.

In 2009, Medicaid spending on dual-eligible beneficiaries in
Medicare FFS totaled $80 billion (Table 6-4). The Medicaid
spending estimates include Medicaid FFS and managed care
spending but do not include Medicaid payments of Medicare
premiums. Almost 60 percent of Medicaid spending was for
dual-eligible beneficiaries age 65 or older. However, dual-

eligible beneficiaries under the age of 65 had slightly higher

per capita Medicaid spending ($13,651) than the older
dual-eligible population ($13,501). Combined Medicare
and Medicaid spending for dual-eligible beneficiaries in
2009 was approximately $173 billion. Medicare accounted
for just over half of combined spending for both the older
(56 percent) and the younger (51 percent) dual-eligible
populations. Total federal spending on dual-eligible
beneficiaries—Medicare spending and the federal portion
of Medicaid spending on dual-eligible beneficiaries—is not
reflected in these estimates. Total federal spending on the
dual-eligible population is higher than state spending for
these beneficiaries.

Users of long-term care services and
supports

LTSS users in our analysis consist of beneficiaries

who utilized any Medicaid-covered institutional or
community-based LTSS. Institutional LTSS includes
psychiatric hospital services for the aged, inpatient
psychiatric services for individuals age 21 years or
younger, intermediate care facility services for persons
with intellectual disabilities, and nursing facility services.
Community-based LTSS consist of home health services,
personal care services, and HCBS.

In 2009, slightly more than one-third (34 percent)

of Medicare FFS dual-eligible beneficiaries utilized
Medicaid-covered LTSS (Table 6-5, p. 156). A larger
portion of dual-eligible beneficiaries age 65 or older used
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TABLE
6-3

Medicare per user spending by type of service, 2009

Per user Medicare FFS spending

Category of Per user
Medicare Inpatient  Outpatient Home Physician/ Part D
beneficiary hospital services health Hospice SNF DME supplier spending
All dual eligibles $18,145 $1,829 $7,320 $13,261  $15,130 $1,248 $2,703 $4,473
Age 65 or older 17,973 1,811 7,590 13,370 15,214 1,077 2,893 3,828
Under age 65 18,453 1,853 6,542 12,183 14,679 1,527 2,434 5,367
Full benefit 18,532 1,849 7,462 13,726 15,395 1,292 2,757 4,675
Partial benefit 15,800 1,654 7,095 10,107 11,065 1,062 2,374 3,599
Non-dual-eligible

Medicare beneficiaries 16,233 1,434 5,165 10,342 12,890 796 2,494 1,517

Note:  FFS (fee-for-service), SNF (skilled nursing facility), DME (durable medical equipment). Outpatient services include outpatient hospital services and federally qualified
health center services. Data exclude end-stage renal disease beneficiaries. The per capita spending amounts and combined spending were calculated using
nonrounded numbers. Both full and partial dual-eligible beneficiaries are included in the analysis. “Full benefit” and “partial benefit” do not sum to 100 percent
because 4 percent of the dual eligibles in our sample had both full-benefit and partial-benefit dual-eligible status in 2009.

Source: Common Medicare Environment, Medicare Standard Analytical File claims, Part D Medicare data, and Medicaid Statistical Information System data. Dual eligibility

defined using the Common Medicare Environment.

LTSS (40 percent) than did those under the age of 65 (26
percent). However, Medicaid per capita spending was
higher for the younger LTSS users ($44,560) than for the
older LTSS users ($30,513).

Medicaid per capita spending was much higher for LTSS
users ($35,031) than for non-LTSS users ($2,374). This
finding is expected, given that LTSS users by definition
utilize Medicaid-covered institutional or community-

based long-term care services and non-LTSS users do not.

Medicaid per capita spending on LTSS users was also
more than twice as high as average Medicaid per capita

spending for all dual-eligible beneficiaries ($13,564,
shown in Table 6-4). The Medicaid per capita spending
amount for all dual-eligible beneficiaries is a reflection
of the lower Medicaid per capita spending on non-LTSS
users ($2,374), who account for about two-thirds (66
percent) of dual-eligible beneficiaries.

The higher Medicaid per capita spending on LTSS users is
also reflected in Medicare’s portion of combined spending.
For all dual-eligible beneficiaries, Medicare accounted

for the majority of spending (54 percent, shown in Table
6-4). However, Medicare’s portion of combined spending

TABLE
6-4 Combined Medicare and Medicaid spending, 2009
Combined

Medicaid Per capita Medicare and Medicare’s
spending Medicaid Medicaid spending proportion of

Category of Medicare beneficiary (in billions) spending (in billions) combined spending

All dual eligibles $80.0 $13,564 $172.9 54%

Age 65 or older 46.1 13,501 103.7 56

Under age 65 33.9 13,651 69.2 51

Note:  Data exclude end-stage renal disease beneficiaries. Total federal spending on dual-eligible beneficiaries (Medicare plus the federal portion of Medicaid) is
not reflected in this table. The per capita spending amounts and combined spending were calculated using nonrounded numbers. Medicaid spending includes
Medicaid fee-forservice and managed care spending. Medicaid payments of Medicare premiums are not included.

Source: Common Medicare Environment, Medicare Standard Analytical File claims, Medicare Part D data, and Medicaid Statistical Information System data. Dual eligibility

defined using the Common Medicare Environment.
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TABLE

6-5 Spending for Medicaid LTSS and non-LTSS users, 2009

LTSS users

Per capita Per capita Medicare’s

Percent of Medicare Medicaid proportion of

Category of dual eligible beneficiaries spending spending combined spending
All dual eligibles 34% $23,398 $35,031 40%

Age 65 or older 40 24,585 30,513 45

Under age 65 26 20,893 44,560 32

Non-LTSS users

All dual eligibles 66 11,752 2,374 83

Age 65 or older 60 11,704 2,078 85

Under age 65 74 11,806 2,704 81

Note: LTSS (long-term care services and supports). Data exclude end-stage renal disease beneficiaries. The per capita spending amounts and combined spending were
calculated using nonrounded numbers. Medicaid spending includes Medicaid fee-forservice and managed care spending. Medicaid payments of Medicare
premiums are not included. Both full and partial dual-eligible beneficiaries are included in the analysis.

Source: Common Medicare Environment, Medicare Standard Analytical File claims, Medicare Part D data, and Medicaid Statistical Information System data. Dual eligibility

defined using the Common Medicare Environment.

dropped to 40 percent for all dual-eligible LTSS users. In
contrast, Medicare was the predominant payer (83 percent
of combined spending) for dual-eligible beneficiaries who
did not use LTSS. However, Medicare per capita spending
was higher for dual-eligible beneficiaries who were LTSS
users than for those who were non-LTSS users. Average
Medicare per capita spending for all dual eligibles was

TABLE
6-6 Medicaid spending for
institutional and community-
based LTSS spending, 2009
Medicaid per user spending
Category of
dual-eligible Institutional Community-based
LTSS user LTSS LTSS
All dual eligibles $43,420 $19,908
Age 65 or older 38,196 13,582
Under age 65 67,299 28,672

Note: LTSS (long-term care services and supports). Data exclude end-stage renal
disease beneficiaries. The per capita spending amounts and combined
spending were calculated using nonrounded numbers. Medicaid spending
includes Medicaid fee-for-service and managed care spending. Medicaid
payments of Medicare premiums are not included.

Source: Common Medicare Environment, Medicare Standard Analytical File claims,
Medicare Part D data, Medicaid Statistical Information System data. Dual
eligibility defined using the Common Medicare Environment.

$15,743 (Table 6-2, p. 154), reflecting higher Medicare
per capita spending on LTSS users ($23,398) and lower

Medicare per capita spending on non-LTSS users
($11,752) (Table 6-5).

Among dual-eligible beneficiaries who utilized LTSS

in 2009, Medicaid per user spending was higher for
institutional LTSS ($43,420) than for community-based
LTSS ($19,908) (Table 6-6). This spending reflects the
inclusion of room and board and other expenses that make
Medicaid rates for institutional LTSS generally higher
than the rates for community-based LTSS. Among LTSS
users both under age 65 and 65 or older, Medicaid per user
LTSS spending for institutional LTSS services was more
than twice as high as the spending for community-based
LTSS services.

Severe and persistent mental illness

We defined beneficiaries as having SPMI if Medicare
claims indicated that they had one of the following
conditions: schizophrenia, schizoaffective disorder, bipolar
disorder, major depressive disorder, or paranoid disorder.
We selected these conditions to be consistent with the
conditions that qualify a Medicare beneficiary to enroll

in a chronic condition special needs Medicare Advantage
plan. While other mental health conditions and substance
abuse can also complicate Medicare beneficiaries’ care,
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TABLE

6-7 Medicare FFS beneficiaries with a severe and persistent mental illness, 2009
Percent
of SPMI
Number Percent of beneficiaries Per capita Per capita
of SPMI beneficiary who are Medicare Medicaid
Category of Medicare beneficiary beneficiaries category* LTSS users spending spending
All dual eligibles 1,303,700 20% 37% $23,570 $16,403
Age 65 or older 400,700 10 66 32,562 25,303
Under age 65 903,000 32 24 19,580 12,454

Note:  FFS (fee-for-service), SPMI (serious and persistent mental illness), LTSS (long-term care services and supports). Data exclude end-stage renal disease beneficiaries.
The per capita spending amounts and combined spending were calculated using nonrounded numbers. SPM! is identified using Medicare claims and is defined as
presence of schizophrenia, schizoaffective disorder, bipolar disorder, major depressive disorder, or paranoid disorder.

*The numerator and denominator use an “ever dual” definition that includes dual-eligible beneficiaries who switched between dual-eligible status and non-dual-
eligible Medicare beneficiary or non-dual-<ligible Medicaid beneficiary status during 2009. These beneficiaries who were not dual eligibles for the entire year
were excluded from the results in Table 6-2 through Table 6-6. Medicaid spending includes Medicaid FFS and managed care spending. Medicaid payments of

Medicare premiums are not included.

Source: Common Medicare Environment, Medicare Standard Analytical File claims, and Part D Medicare data. Dual eligibility defined using the Common Medicare

Environment.

we focused exclusively on SPMI conditions for the
purposes of this analysis.

In 2009, about 1.3 million beneficiaries, or 20 percent of
all dual-eligible beneficiaries enrolled in FFS Medicare
during the entire year, had at least one SPMI (Table 6-7).
Almost one-third of dual-eligible beneficiaries under

the age of 65 had an SPMI (32 percent) compared with
10 percent of the dual-eligible population over age 65.
The presence of a disabling mental health condition can
qualify an individual as disabled under SSDI, which is
the main pathway to Medicare and dual-eligible status
for individuals under the age of 65. Two-thirds of SPMI
beneficiaries age 65 or older utilized LTSS in 2009,
while less than one-quarter of the younger dual-eligible
population with SPMI were LTSS users.

Among those with an SPMI, per capita Medicare

and Medicaid spending was higher for dual-eligible
beneficiaries age 65 or older than for the younger
population. Further work needs to be done to better
understand the SPMI population in general; however,
higher per capita spending for older dual-eligible
beneficiaries with SPMI could reflect the larger proportion
of LTSS users among this population—who incur higher
Medicare and Medicaid spending in general (Table 6-5)—
greater overall use of health care services among this
population, or the presence of comorbid conditions that
increase utilization or that are costly to treat.

Care delivery systems for dual-eligible
beneficiaries

Dual-eligible beneficiaries—both those enrolled in and
those not enrolled in Medicare-Medicaid coordination
programs—tend to have more complex medical and
nonmedical needs than non—dual-eligible Medicare
beneficiaries, according to our interviews with
stakeholders in five states (see text box on the analytic
methodology, pp. 158-159). Interviewees consistently
reported that many dual-eligible beneficiaries need high-
contact, on-the-ground, intensive care management, and
their issues are not likely to be resolved in a few physician
visits. Dual-eligible beneficiaries also tend to receive care
from multiple medical and nonmedical providers, such

as LTSS, behavioral health services, and social services.
Communication across settings regarding a patient’s

care is not common. Medicare-Medicaid coordination
programs focus on getting providers in various settings—
for example, hospitals, physicians’ offices, and social
service agencies, among others—to communicate with one
another regarding a beneficiary’s care. Medicare-Medicaid
coordination programs do not receive a separate Medicare
payment for their care coordination activities; instead,

they finance the activities through their current Medicare
and Medicaid funds. These programs also seek to leverage
community-based resources, including care coordination
activities at federally qualified health centers (FQHCs) and
community health centers (CHCs).
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Analytic methodology

e assessed care coordination for dual-

eligible beneficiaries through interviews

with stakeholders who interact with
beneficiaries in their communities. The goal of the
analysis was to learn about care coordination under
existing Medicare-Medicaid coordination programs.
For that reason, we did not include the CMS financial
alignment demonstrations that are being implemented
in a few states. We conducted structured interviews with
stakeholders in five states with Medicare—Medicaid
coordination programs. We selected these five states
to obtain variety in the degree of integration between
Medicare and Medicaid within the programs and in the
length of time each program has been operating:

e Florida—The nursing home diversion program
began in 1998. This program serves dual-eligible
beneficiaries who require a nursing home level
of care with the goal of keeping beneficiaries in
the community rather than in nursing facilities.

Enrollment in the program is voluntary. The
program covers Medicaid nursing home and
community-based long-term care services but does
not include Medicare benefits.

*  Massachusetts—The Massachusetts Senior Care
Options program began in 2004. Dual-eligible
beneficiaries age 65 or older are eligible to enroll
in the program on a voluntary basis. The program
covers all Medicare and Medicaid benefits,
including institutional and community-based long-
term care services.

*  Minnesota—There are two Medicare-Medicaid
coordination programs for dual-eligible
beneficiaries in Minnesota. Minnesota Senior
Health Options is the program for dual-eligible
beneficiaries age 65 or older. The program began
in 1997; it is voluntary and covers all Medicare and
Medicaid acute care services, behavioral health

(continued next page)

Complex physical and nonphysical needs
affect dual-eligible beneficiaries’” health and
require intensive care management

In general, interviewees across all five states described
dual-eligible beneficiaries as having more complex care
needs than other Medicare beneficiaries. Dual-eligible
beneficiaries’ physical health can be affected by poverty,
inadequate housing, behavioral health conditions,
physical or developmental disabilities, cognitive
deficiencies, and frailty. For example, one interviewee
described beneficiaries who were not compliant with
their medication regimens—and were therefore at risk

of rehospitalizations—because they could afford to fill
prescriptions only after their Social Security checks
arrived. Interviews across states consistently reported

that dual-eligible beneficiaries needed more intensive
care management than other Medicare beneficiaries.

One care manager cited the multiple conditions of one
under-65 dual-eligible beneficiary: paraplegic; wheelchair
dependent; homeless; addicted to opiates, methadone, and
alcohol; and diabetic. The care manager noted that this
individual is an example of someone whose needs will not
be resolved in a few physician or care manager Vvisits.

Medicare-Medicaid coordination programs were generally
reported to offer dual-eligible beneficiaries more high-
contact, in-person, and intensive care management relative
to MA plans and traditional FFS. Case managers reported
attending doctor appointments (including behavioral
health appointments) with beneficiaries, keeping track of
beneficiaries’ upcoming doctor appointments, becoming
familiar with beneficiaries and their providers, and
making home visits. With respect to beneficiaries with
behavioral health conditions, one interviewee noted that
being familiar with the beneficiary enables care managers
to distinguish between baseline behavior and an acute
behavioral health crisis.

Interviewees across states also emphasized the importance
of coordination programs’ care managers being familiar
with social services and other resources that are available
in beneficiaries’ communities. However, one care manager
from the North Carolina program noted that, while she
can refer beneficiaries to social services, she cannot help
them if waiting lists or funding cuts to social services limit
their access. The care manager also noted that she can
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Analytic methodology (cont.)

services, community-based long-term care services,
and up to 180 days of nursing home care. Nursing
home utilization after 180 days is paid for through
fee-for-service (FFS) Medicare. Minnesota Special
Needs Basic Care is a voluntary program for dual-
eligible beneficiaries under the age of 65 with
disabilities. It coordinates Medicare and Medicaid
acute services and Medicaid behavioral health
services.

e North Carolina—The North Carolina Community
Care Networks program is a medical home and
shared-savings program for Medicaid beneficiaries.
In 2010, it expanded to include Medicare benefits
for dual-eligible beneficiaries. The program
provides dual-eligible beneficiaries with care
management. It receives a portion of the Medicare
savings that may eventually accrue. Medicare
benefits are paid through FES under this program.

*  Wisconsin—The Wisconsin Partnership Program
began in 1999. The program is voluntary and
targeted at adults with physical disabilities and
the nursing-home-certifiable elderly. It covers all
Medicare services and all Medicaid acute services,
community-based long-term care services, and
nursing home services.

We interviewed primary care physicians, health
systems, behavioral health providers, aging services
organizations, community-based care managers,
beneficiary advocates, stakeholders from federally
qualified health centers and community health centers,
and care managers and leadership staff at health plans
operating Medicare-Medicaid coordination programs.

The interviews focused on all dual-eligible
beneficiaries, including those enrolled in the above
programs, those enrolled in Medicare FFS, and those
enrolled in Medicare Advantage plans. B

be a resource only for the community services that she is
aware of. The North Carolina programs’ continual care
manager training and education help this care manager
stay educated about community resources and other care
management best practices.

The complex needs of dual-eligible beneficiaries can

also affect their access to care. Transportation was often
cited as a barrier to access to care across most states. For
example, one Massachusetts care manager described

a dual-eligible beneficiary with physical disabilities

who lives on the second floor of a building without an
elevator. This beneficiary missed medical appointments

if no one was available to carry her down the stairs to

exit her building. Some interviewees also noted a lack

of public transportation in rural areas, and Medicaid-
funded transportation services are sometimes unreliable.
Interviewees in every state we interviewed said that access
to behavioral health services is a challenge. Reasons

for this problem include shortages of behavioral health
providers, long waiting lists for behavioral health clinics,
and behavioral health providers not accepting Medicare or
Medicaid.

Dual-eligible beneficiaries receive care
from multiple providers; their care is often
fragmented among discrete providers

Dual-eligible beneficiaries receive care from multiple
medical, LTSS, behavioral, and social services providers.
Interviewees across states described the delivery system
for dual-eligible beneficiaries as “siloed,” with providers
frequently not communicating with one another. Lack

of coordination among providers is not limited to the
transitions between Medicare and Medicaid services.
Interviewees gave examples of coordination not occurring
between community-based care managers, FQHCs,
primary care providers, specialists, hospitals, nursing
facilities, community-based LTSS providers, behavioral
health providers, and social services. Coordination
between physical and behavioral health was also
highlighted as a problem across states. Some interviewees
noted that navigating uncoordinated systems can be
especially challenging for beneficiaries with cognitive
impairments.

Many interviewees across states described poor
communication occurring during care transitions. In
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particular, interviewees described lack of communication
between primary care providers (including FQHCs

and CHCs) and hospitals and nursing facilities during
care transitions. The primary care providers’ ability to
provide postdischarge follow-up care is compromised

if they are not notified of a hospitalization or discharge
from a nursing facility. Another common communication
failure during care transitions occurs between hospitals
or nursing facilities and care managers for community-
based LTSS. One community-based LTSS care manager in
Massachusetts cited an example of a nursing facility that
did not communicate with the LTSS care manager on the
date of a beneficiary’s discharge to home. As a result, the
necessary home care services were not in place and the
individual was rehospitalized three times.

Poor coordination across discrete provider settings is an
issue for dual-eligible beneficiaries in Medicare FFS, MA
plans, and Medicare-Medicaid coordination programs.
Reasons interviewees gave for the poor coordination
include providers not having time to coordinate with one
another, Medicare—Medicaid coordination programs or
regular MA plans not managing all services for dual-
eligible beneficiaries, and providers or health plans not
being aware of the individuals with whom they should

be coordinating. Having multiple care managers can also
complicate coordination. Dual-eligible beneficiaries may
be assigned separate care managers from a health plan, a
primary care provider, a HCBS provider, and a behavioral
health provider. Too many care managers who are not
coordinating with each other can result in duplicative
efforts or conflicting messages or services being given to
the beneficiary.

Programs for dual-eligible beneficiaries use
multiple practices to coordinate services
across providers

Many interviewees noted that the Medicare—Medicaid
coordination programs have a comprehensive approach

to care management that extends beyond management

of physical health. From our interviews with relevant
personnel in the five states studied, we found that common
care coordination practices across Medicare—Medicaid
coordination programs include coordinating treatment

and medication regimens across providers; linking
dual-eligible beneficiaries with social services in the
community; conducting home visits to assess beneficiaries
and coordinate with HCBS providers; and focusing on
care transitions, follow-up care after hospitalizations,

and having HCBS services in place when beneficiaries

are discharged home. One care manager from the North

Carolina Community Care Networks program described
herself as the beneficiary’s resource for medical,
behavioral, and social services and stated that she felt
“empowered” by the program to help beneficiaries in ways
that she could not before the program.

Some Medicare-Medicaid coordination programs assign
or embed care managers in CHCs or hospitals. For
example, one health plan in the Wisconsin Medicare—
Medicaid program assigns a nurse practitioner to work
with one CHC to coordinate dual-eligible beneficiaries’
primary, specialty, and behavioral health care. The nurse
practitioner visits the clinic almost every day, which
enables her to communicate with the clinics’ physicians,
attend beneficiaries’ appointments, and help with
medication reconciliation by bringing updated medication
lists to the clinic. Medicare—-Medicaid coordination
programs also sometimes coordinate with community-
based providers. Care managers at one health plan in
Wisconsin’s program, for example, communicate with
staff at assisted living facilities. In North Carolina’s
program, care managers in one region coordinate with
staff at homes for mentally ill or disabled beneficiaries to
address medication and care issues.

Medicare-Medicaid coordination programs can also
facilitate electronic sharing of health information between
providers and care managers. Providers reported that not
having access to medical records and relying on phone
calls and faxes to communicate were major barriers to
providers coordinating with one another. Some health
plans have access to the electronic medical record systems
of providers in their region. They reported that this

access helped them to collect information and manage
beneficiaries. For example, one health plan has access

to the electronic medical records of the providers in

its network. Care managers at the health plan can send
e-mails and messages to all providers on a beneficiary’s
care team, and providers can access beneficiaries’ care
plans and advanced directives.

Programs for dual-eligible beneficiaries can
leverage the efforts of providers that take
the initiative to coordinate a patient’s care
across settings

Medicare—Medicaid coordination programs can also
leverage care management that is occurring in the
community. Some providers and community-based care
management organizations are knowledgeable about
the community’s HCBS and social services or are able
to provide high-contact, in-person care. For example,
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one health plan in Minnesota’s Special Needs Basic

Care program for disabled beneficiaries employs its

own care managers and contracts with care management
organizations in the community and with behavioral health
care managers. The health plan matches beneficiaries to a
care manager with expertise in the beneficiary’s disability,
including being aware of which local resources are
available to the beneficiary.

Some of the health plans in Massachusetts’s Senior Care
Options (SCO) program contract with an aging services
agency. For the dual-eligible beneficiaries enrolled in
the SCO program, care managers at the aging services
agency conduct in-person assessments and make
recommendations for a plan of care; they meet with
beneficiaries monthly at first and then quarterly once the
beneficiaries’ care needs are stable. The SCO health plans
can also refer to the agencies’ network of social service
agencies as needed. One of the smaller health plans in
the SCO program locates some of the health plan’s care
managers at the aging services agency.

FQHCs and CHCs are uniquely positioned
to coordinate care for dual-eligible
beneficiaries

According to our interviews, many FQHCs and CHCs

are uniquely positioned to coordinate care across many

of the services that dual-eligible beneficiaries use.

We interviewed FQHC or CHC staff in states except
Minnesota, and this finding was consistent across states.
FQHCs and CHCs serve Medicare beneficiaries, Medicaid
beneficiaries, and the uninsured. They are in a unique
position because they tend to provide combinations

of primary care, behavioral health services, and care

management. Some of the FQHCs and CHCs we
interviewed also provide nutrition, pharmacy, lab, and
radiology services at their clinics. They often provide
multiple services at a single clinic, enabling patients to
receive care for more than one condition during the same
visit. For example, one Massachusetts FQHC offers both
primary care and behavioral health services in its clinic.
Up to half of the dual-eligible beneficiaries the clinic sees
have behavioral health conditions. Every primary care
office setting in the clinic has a behavioral health consult
room, and a behavioral health provider is on site or on call
at all times. Multiple services within the same FQHC or
CHC also help care managers coordinate with the clinic’s
various providers. The clinics’ care managers also often
refer beneficiaries to social services.

Most of the FQHCs we interviewed were applying to
become accredited as patient-centered medical homes

by the National Committee for Quality Assurance.
Contracting with these clinics can enable enrollees in
Medicare—Medicaid coordination programs to have access
to a medical home in their community. FQHCs and CHCs
are limited, however, in the extent to which they can
coordinate services. Because they are providers rather
than payers, they may not have access to all medication
information. Some FQHCs and CHCs reported being
limited in the amount of care management they can afford.
For example, one Florida FQHC serves about 63,000
patients and can afford to employ only 9 care managers.
However, Medicare—Medicaid coordination programs

can support the care management efforts of FQHCs and
CHC:s. In one region in North Carolina’s Community Care
Networks program, a care manager is jointly funded by an
FQHC and the North Carolina program. B
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Endnotes

1 The 10 million is an estimate of any Medicare beneficiaries
with dual-eligible status during 2011.

2 In our March 2013 report, the Commission recommended
that Medicare Advantage dual-eligible special needs plans
(D-SNPs) that clinically and financially integrate Medicare
and Medicaid benefits should be permanently reauthorized by
statute. Under this recommendation, D-SNPs moving forward
would be Medicare-Medicaid coordination programs, rather
than furnishing only Medicare services for dual-eligible
beneficiaries, as some D—-SNPs currently do.

3 Individuals who are 65 or older and do not have Social
Security coverage can “buy in” to Medicare Part B; if they
buy Part B, they can also purchase Part A. To purchase
Medicare, a person must be a citizen or have been a legal
resident for at least five years.

4 The 24-month waiting period is shorter for individuals

with end-stage renal disease. There is no waiting period for
individuals with amyotrophic lateral sclerosis.

Receiving SSI cash assistance qualifies individuals for
Medicaid benefits in 39 states and the District of Columbia.
Eleven states have more restrictive income limits for Medicaid
eligibility than the SSI income limits. These states are referred
to as 209(b) states (Woodcock et al. 2011).

In general, most states do not pay providers the full Medicare
cost-sharing liability (Mitchell and Haber 2004).

Data are from the Commission’s analysis of 2011 Common
Medicare Environment. Medicare data generally undercount
the number of Hispanics and as such incorrectly state the
proportion of beneficiaries in other race categories. We
adjusted the Common Medicare Environment data to address
this issue.

Dual-eligible status was identified by using the 2009 Common
Medicare Environment data.
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